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Background:  Providing care to people in the final stages of their life has 
always been a concern and is a complicated process all over the world. Nurses 
play a vital role in providing quality end of life care, and this care becomes an 
important issue for nursing, especially, so for areas such as the critical care unit 
(CCUs). Gaining an understanding of perceptions of critical care nurses with 
regard to obstacles and support behaviors in providing an end of life care is 
necessary so that interventions for support of nurses can be developed and 
implemented. Ultimately, this can lead to an improvement in quality of end of 
life care in critical care units.  
Aim: The aim of the study is to explore the perceptions of nurses during end of 
life care, and to identify the supportive behaviors, obstacles of nurses on end of 
life care in critical care units in India. 
Method: The sequential explanatory mixed methods (quantitative and 
qualitative) design was adopted in the study. The data were collected from three 
hospitals in India.  Convenience sampling method was used for the quantitative 
method in the study. The survey was conducted to collect the data from 80 
intensive care units (ICU) nurses who were willing to participate in the study. 
Qualitative study was further conducted to gather more information on the 
perceptions of the nurses on end of life care, who were working in the ICUs. A 
purposive sampling was used for the qualitative study.  There were 14 ICU 
nurses participated in the individual face-to-face interview.  IBM SPSS V21.0 
xiii 
was used to analyze quantitative data, and thematic analysis was used to analyze 
qualitative data.  
Results: The top major perceived supportive behaviors found were; a) Nurses 
offer words of support to each other (M = 4.41, SD = 0.741), b) Staff compiles 
all paper work to be signed by the family before they leave the unit (M = 4.39, 
SD = 0.703). And the top major perceived obstacles reported found were a) 
Nurse’s opinion about patient’s care not valued (M = 4.45, SD = 0.692), b) 
Nurse too busy offering life saving measures to provide quality end-of-life care 
(M = 4.04, SD = 1.037). From the correlation analysis on obstacle scale and 
demographic variables, it was noted that the age, years of experience and 
number of dying patients handled groups were found to have statistically 
significant negative correlation with obstacle scale. From the thematic analysis, 
five themes were identified, namely; dying with dignity, mental reaction, 
support system, rewarding, and challenges.  
Conclusion: This study highlighted the supportive behaviors, obstacles, and 
perception of nurses on end of life care. Based on the findings, continue nursing 
education, sharing sessions by experienced nurses, adequate staff ratio,  need of 
counseling for both nurses and family members were highly recommended. 
Future studies are needed to explore ways to overcome the obstacles and 
enhance the nurse’s competencies in providing end of life care.  
Keywords: End of life care, perceived obstacles and supportive behaviors, 
perception, critical care unit. 
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Chapter 1 Introduction 
1.1 Background 
As precious as human life is, death is unavoidable. In the critical care unit 
environment situated within a hospital, death is furthermore neither simple nor 
natural (Chapple, 1999). Posing a highly dynamic working environment, the 
critical care unit focuses on a curative model and more often than not, health 
care professionals take care of patients with hopes of improving patient’s 
survival rates, but even so, may fail to save their patient’s lives at times. In such 
cases, the death of the patient may thus be perceived as a failure in the critical 
care environment (Ranse, Yates, & Coyer, 2012). Deaths in the critical care unit 
occur within two contexts; one of which the patient dies in spite of aggressive 
treatment and the other having the patient die following a decision made by 
physicians and patient’s family members not to pursue aggressive treatment in 
view of poor prognosis (Wiegand, 2008). There have been several definitions 
of a good death. The Institute of Medicine (1997) defines a good death as “one 
that is free from avoidable suffering for patients, families, and caregivers in 
general accordance with the patients’ and families’ wishes and reasonably 
consistent with clinical, cultural, and ethical standards.” (p. 24). A second 
definition, according to health care professionals, has it that a good death should 
be peaceful, pain free, comfortable, anxiety free, with the family’s acceptance, 
and culturally considerate (Payne, Langley-Evans, & Hillier, 1996). Lastly, 
according to nurses, the ideal death should occur in a peaceful, comfortable, and 
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dignified manner but most of the deaths in critical care units do not occur in 
such circumstances.  
Due to various factors, providing intensive care to patients in their final stages 
of their life is a complicated process all over the world. End of life care for 
patients with advanced, progressive, and incurable illness, involves helping 
them in appropriate and possible ways until their demise, and is complicated by 
the fact that there is no clear defined interval on when end of life care should 
take place in both the general and critical care units.  
The quality of end of life care is thus a major goal among health care 
professionals. Nurses, in particular, play a vital role in providing quality end of 
life care and this inevitably becomes an important issue of care for critical care 
units all over the world (Carlet et al., 2004). This is evident when nurses are 
commonly seen as the people who spend most of the time with patients during 
the last stages of life, having more physical contact with them as compared with 
other healthcare professionals. Therefore, the role of nurses in providing 
comprehensive and compassionate end of life care such as ensuring comfort of 
the patient, administrating pain relief measures, recognising the burden of 
family caregivers, communicating with family members and the physician, 
assisting in decision-making, helping with caregiver’s emotions, and 
acknowledging bereavement is a significant task (Efstathiou & Clifford, 2011). 
Hence, if nurses do not understand their role in end of life care for patients, the 
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degree of stress experienced is thought to greatly increase, and the quality of 
care provided to the dying patients will be affected severely (Stayt, 2007).  
According to the withdrawing or withholding treatment, nurses face increased 
stress from several avenues. Firstly, the nurse will have to care for the patient 
as well as the patient’s family members, and secondly, feeling more stressed if 
she fails to meet the increased demands of patient and their relatives on end of 
life care. As soon as the patients die shortly after withholding or withdrawal of 
treatment, the family members may face emotional distress and require nursing 
interventions. In these unfortunate situations, family members are usually not 
ready to understand the reality due to lack of medical knowledge or having 
expectations beyond reality (Meltzer & Huckabay, 2004; Scherer, Jezewski, & 
Graves, 2006). The physician who is usually in- charge of breaking bad news to 
the family can be in a hurry at times, and so the nurses should act as a counsellor 
in explaining the message conveyed by the physician. The nurses should be well 
prepared to handle such situations. However, while nurses are the ones 
providing round-the-clock bedside care, they do not get much involved in the 
decision-making about end of life care, which may cause distress among them 
(Yu & Chan, 2010). 
Most of the nurses have reported that the caring of dying patients have provoked 
a feeling of helplessness, value conflict, guilt, anger, fear, sadness, grief 
compounded by a lack of emotional support (Brysiewicz & Bhengu, 2000; 
Papadatou & Bellali, 2002). Moral distress was also reported by nurses who 
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cared for dying patients (Ferrell, 2006; Georges & Grypdonck, 2002). Distress 
was mostly related to physicians over treatment and giving of false hope to the 
patient’s family members (Simmonds, 1996; Elpern, Covert, & Kleinpell, 
2005). In addition, distress was also noted when the physician ordered tests and 
procedures that the nurses felt were unnecessary. Ultimately, these distresses 
lead to stress and burn out (Elpern et al., 2005). Additionally, moral distress, 
compartmentalization of feelings and grief without sharing can result in 
aggregate stress, ineffective coping and further exhaustion/burnout (Gerow et 
al., 2010). Institutional policy thus plays an important role in aggravating these 
negative emotions. For example, existing guidelines that demand the nurses to 
move the deceased out of the ward to create bed space for other patients can 
induce stress among the nurses. 
Reinke et al. (2010) identified that most important skills of nurses were under-
utilised in end of life care conversations. This includes communication skills 
and competencies in management of symptoms such as depression and anxiety. 
Reinke et al. (2010) further suggested that end of life care should not only focus 
on institutional policies but also the emphasis on communication skills of nurses 
in end of life care. Several studies also discussed about the educational 
deficiencies and the lack of comfort level of nurses had when it came to 
discussion about end of life care with the patient (Malloy, Virani, Kelly, & 
Munvevar, 2010; Reinke et al., 2010; Wittenberg-Lyles, Goldsmith, & Ragan, 
2011). Changes in educational policy are certainly required to improve these 
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communication aspects, which will make the nurses more adept in end of life 
care.  
Ritualistic caring such as continuing monitoring, and providing a good 
appearance for the dying or deceased patient such as moving unused equipment 
from around the bedside for the family members to have more space around the 
patient have helped nurses cope better emotionally (Shorter & Stayt, 2010). 
Managing the distress and emotional state, having more comfortable 
environment for patients and family members, and ensuring a comfortable death 
are the main coping mechanisms of healthcare professionals (Waldrop & 
Nyquist, 2011). 
At present, little is known about the perception of nurses in providing end of 
life care in critical care units at India. Even though the nurses face many 
obstacles in end of life care, helping the patient pass away with dignity and 
respect was found to be a task of meaning for them, and would be made easier 
through elimination of obstacles and provision of adequate support services for 
nurses giving end of life care. Hence, acquiring better knowledge on the 
perceptions of critical care nurses have about the obstacles and support 
behaviours in providing end of life care is important, as this will help the 
hospital administrative team to identify and develop strategies to support nurses 
to minimize their stress and burnout. Eventually this will ensure the excellence 
in end of life care for the dying patients.  
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1.2 Aim of the study 
The aim of the study is to explore the perceptions of nurses during end of life 
care, and to identify the supportive behaviors, obstacles of nurses on end of life 
care in critical care units in India. 
1.3 Research questions 
The following were the research questions that were addressed in this study: 
1. What are the major perceived supportive behaviors and obstacles in 
providing end of life care that perceived by nurses in critical care units?   
2. What are the differences in perceived supportive behaviors and 
perceived obstacles score between/among the demographic 
characteristics of the participants? 
3. What are the relationships among the perceived supportive behaviors, 
perceived obstacles, and demographic variables?   
4. What are nurse’s perceptions and experiences on end of life care in a 
critical care units? 
1.4 Operational definition of terms 
Healthcare Nursing has specific terminology to describe and to define the health 
care. The following list of terms is not all-inclusive, but it lists down the key 
terms used in the research study, which might help the readers to understand it 
better. 
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Critical care unit: Critical care unit is a specially designated unit within a 
hospital setting which has a patient population that requires curative and 
aggressive medical treatment for critical and life-sustaining illnesses (Intensive 
Care Foundation). 
Death: It is permanent cessation of brain and brainstem, circulatory, and 
respiratory functions, according to acceptable medical standards in the Uniform 
Brain Death Act (National Conference of Commissioners on Uniform State 
Laws, 2012). 
End of life care: End of life care is the care provided to the individual during 
his end stage of illness and those who are dying (Thelen, 2005). 
Obstacles: Conceptual – Obstacles/barriers are the ones that stand in the way 
of nurses while providing optimal end of life care (Beckstrand & Krichhoff, 
2005).  
Operational – Twenty nine obstacle items rated on a scale of 0=not an obstacle 
and 5=extremely large obstacle, used to measure nurses perceptions on the 
obstacles/barriers related to physician, patient-family members and 
organization on end of life care in critical care units (Beckstrand & Krichhoff, 
2005).  
Supportive Behaviors: Conceptual – Supportive behaviors/helps/facilitators 
that help the nurses to perform the care better for the dying patients, which 
ultimately increase the quality of end of life care in critical care units 
(Beckstrand & Krichhoff, 2005). 
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Operational – Twenty four supportive behavior items rated on a scale of 0=not 
a support and 5=extremely large support, used to measure the nurses perceived 
helpful behavior from peers, physician, patient-family members and 
organization on end of life care in critical care units (Beckstrand & Krichhoff, 
2005). 
1.5 Significance of the study for nursing practices 
Studies related to end of life care, especially those from a nurse’s perspectives 
on supportive behaviours, and obstacles faced by nurses when doing nursing 
work, are scared in India. Hence, this study will help to improve the 
understanding about the supportive behaviours required for work and obstacles 
that Indian nurses face at work. Understanding the obstacles on end of life care 
can aid healthcare organisations make necessary improvements to help the 
nurses to overcome the difficulties; and ultimately, that would improve the 
quality of end of life care for the patients in critical care units. Furthermore, the 
data gathered will help healthcare administrators develop strategies that would 
include improving the training provided to nurses, providing more knowledge 
in facilitating moral support for all parties aid in the making of hospital policies 
that support the nurse’s needs during their provision of end of life care, and 
hopefully might be able to mitigate stress and burnout among the nurses. 
1.6 An overview of the thesis 
The thesis has been structured into the following 6 chapters:  
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Chapter one describes the background to this research including an overview of 
issues contained in this research. My background and the reasons for 
undertaking this study have been put forward. In addition, aims and objectives 
with key terms and definitions are described. 
Chapter two deals with recent literature regarding the perceptions of critical care 
nurses on end of life care in critical care units, discusses deeper with regards to 
the gap in literature, and concludes with the conceptual framework.  
Chapter three discusses the methods and processes undertaken during this 
research, which includes the study design, setting, sampling, and description of 
tools, data collection methods, analysis tools adopted and ethical considerations 
of the study.  
Chapter four describes the findings from both the quantitative and qualitative 
arms of the study, and utilise descriptive statistics, mean score for each item on 
perceived supportive behaviours and perceived obstacles, depicts results from 
independent t-tests, as well as correlation test results along with the themes that 
were generated from the qualitative research data. 
Chapter five discusses the results from quantitative and qualitative study with 
reference to current literature. It will also provide further information on the 
implication to nursing practices and recommendations for future research. 
Finally, chapter six concludes the discussion. 
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Chapter 2 Literature Review 
In this chapter, a detailed literature review on the nurse’s perception on end of 
life care in critical care units is presented. Firstly, strategies and outcome of the 
literature search, followed by a comprehensive review on the nurse’s 
perceptions on end of life care is discussed. Finally, the limitations and 
shortfalls identified from the detailed review and conceptual framework that 
was used as a guidance in this study are explained.  
2.1 Search strategies and outcomes 
The main objective of the literature review is to provide a detailed and 
comprehensive report of the nurses’ perceptions on the end of life care in critical 
care units. An extensive search on the major databases such as CINAHL, 
Medline, Scopus, Science Direct, ProQuest Dissertation & Thesis (unpublished 
studies), Web of science, Cochrane, and PsycINFO were carried out with 
keywords such as  death and  dying, terminally ill, palliative care, end of life 
care, critical care nursing, intensive care nursing, perception and experience of 
nurses, communication with dying patient and family members, obstacles or 
challenges in end of life care, and supportive behaviors. 
Search criterion was mainly based on the following inclusion and exclusion 
criteria:  Inclusion criteria were as follows: (1) Selected keywords; (2) The staff 
who handled death and the dying in critical care units; and (3) Peer-reviewed 
articles published in the English language between the periods of January 2005 
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to December 2015. The key exclusion criteria were as follows: (1) nurses who 
handle death and the dying in Paediatric or Paediatric ICU; and (2) Articles not 
published in English. 
 
FIGURE 1 –The search process and outcome of the literature 
The flowchart of the search strategy PRISMA is depicted in Figure 1. The search 
generated 1,501 papers, of which 1,351 articles were eliminated due to the 
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unavailability of the access to the article’s full text. The remaining 150 articles 
were reviewed based on the inclusion criteria, from which 37 articles were 
finally shortlisted for the review as the remaining 113 articles fell within the 
exclusion criterion. 
Qualitative studies retrieved were assessed based on Joanna Briggs Institute 
Qualitative Assessment and Review Instrument (JBI- QARI). Next, the 
quantitative papers retrieved were assessed for methodological validity by using 
the Joanna Briggs Institute Meta-Analysis of Statistics Assessment and review 
Instruments (JBI – MAStARI). The data extraction table is presented in the 
appendix 1, and it consists of author, aim of the study, study design, data 
collection methods, sample size, sampling method, settings and main findings. 
The major topics discussed in this chapter are the perception of nurses about an 
end of life care, supportive behaviours and obstacles perceived by nurses, 
knowledge gaps and the conceptual framework used for this study. 
2.2 Perceptions of nurses on end of life care: 
The perception of nurses on end of life care is mainly discussed as phenomena 
of death and dying, care satisfaction and feelings of nurses on end of life care. 
2.2.1 The phenomena of Dying and Death:  
Death is something, which is final and inevitable. Historically, death was 
considered as a natural process in the continuum of life, and family and friends 
cared for dying persons in their homes (Ferrell, 2006). A good death depends 
on the individual’s attitudes, values, and beliefs, which varies among the health 
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care professionals. According to the nurse’s perceptions, a good death is 
managing the symptoms, good communication with the patient, family care, and 
facilitating spiritual care (Fridth, Forsberg, & Bergbom, 2009; Wilson, Coenen, 
& Doorenbos, 2006).  
In addition, Bratcher (2010) conducted a qualitative study that showed most 
nurses wanting the patient to be free from suffering or experiencing minimum 
suffering at the end stage, which could be achieved through adequate symptom 
and pain management.  Further, McCallum and McConigley (2013) stated that 
the nurses are the protector for the patient and their family. As protectors, nurses 
are responsible for patients’ comfort, pain management and identifying the 
needs to keep an account of the patient’s wishes, as well as to allowing the 
family members to be with patient at the time of death (Efstathiou & Walker, 
2014). Most of the authors stated that better nursing care would help to achieve 
a good death even though treatment was unsuccessful (Espinosa, Young, 
Symes, Haile, & Walsh 2010; King, & Thomas, 2013; Fridh et al., 2009).   
Hence, from the previous studies, it was noted that good death requires a good 
standard of care, which involves adequate symptom and pain management, 
good communication with the patient, family care, and facilitating holistic care 
for the patients.  
2.2.2 End of life care satisfaction:   
Ensuring good care for the patient throughout the patient’s stay helped to 
facilitate the care satisfication among the nurses (Vanderspank-Wright, 
 14 
Fothergill-Bourbonnais, Brajtman, & Gagnon, 2011). Calvin, Kite-Powell, and 
Hickey (2007) conducted an interview in which nurses perceived the care 
provided to the dying patients as a privilege even though death was seen as a 
daily part of their life. Borhani, Hosseini, and Abbaszadeh’s (2014) conducted 
a semi-structured interview in the intensive care units among the nurses, 
showing that participants were ready to care for dying patients, and this care 
required special skills and the willingness to face challenges that was more 
valued by the participants. Further on, nurses perceived that end of life care was 
rewarding when they were able to ensure a comfortable, pain-free, dignified 
death for the patients. In addition to providing a good death, allowing the family 
members to perform their rituals also provided personal satisfication for the 
nurses. Furthermore, some novice nurses expressed that they were satisfied with 
the care that they had provided to the dying patients because of  gratitude 
expressed by family members (Thompson, Austin, & Profetto-McGrath, 2010). 
From the literature review, it’s understood that nurses were highly satisfied with 
their care when they were able to provide a good death to the patient, good 
memories to the family members and were appreciated by the family members. 
2.2.3 Feelings of nurses  
Moral distress: Naidoo and Sibiya’s (2014) in-depth interview study in critical 
care units showed that stress was common phenomenon among the intensive 
care unit nurses in giving end of life care, and it was well evident in many 
studies. Another study stated that dealing with dying patients caused an 
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emotional disturbances/stress, which had great impact on the individual’s spirit 
and left him or her with the feeling of hopelessness. Another finding was that a 
sense of frustration and moral distress among the nurses was created once the 
nurses knew that aggressive treatment was useless and they had to follow it due 
to ethical and legal issues (Elpern, Covert, & Kleinpell, 2005; McCallum & 
McConigley, 2013). King’s (2006) phenomenological study detailed the moral 
distress exhibited among the criticl care  nurses when they could not keep 
explicit or implicit the promises to the families to ensure a good death, freedom 
from suffering and death with dignity. Sometimes the nurses expressed the 
feelings of helplessness, disbelief, sadness as the emotional response. In those 
difficult situations, nurses would experience burnout if they were not provided 
with proper psychological support (Valiee, Negarandeh, & Dehghan Nayeri, 
2012). It was noted from the review that moral distress and frustration were 
common among the critical care nurses, especially when futile treatment was 
continued due to legal and ethical issues. This affected the individual’s personal 
and professional life. 
Empathy: The critical care nurses experienced more emotions and feelings 
while caring for dying patient and their loved ones. They found themselves 
empathizing with the emotional burden being experienced by family members 
especially if the dying patient was young. They might also experience empathy 
if they had established an attachment with the patient and family members or 
had known them since the patient had been admitted (McMillen, 2008; Stayt, 
2009). Failure to save the life of the patient and their inability to ease the grief 
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of patient’s family members would make to them feel more frustrated and 
helpless (Yangand & McIlfatrick, 2001). Even though empathetic feelings were 
expected by nurses in the end of life care, this could lead the nurses to the state 
of emotional exhaustion (Stayt, 2009). It is known from the review that nurses 
find themselves empathizing while caring the dying patients as they sometimes 
develop a strong attachment with patients and family members. 
2.2.4 Critique of methodology 
Aim of the studies, settings, samples, data collection methods and rigours were 
clearly stated in all the studies that were considered for the literature review on 
this topic (Bratcher, 2010; Borhani et al., 2014;  Calvin et al., 2007; Espinos et 
al., 2010; Fridth et al., 2009; Efstathiou & Walker, 2014; McCallum & 
McConigley 2013; Naidoo & Sibiyas, 2014; Vanderspank - Wright et al., 2011; 
Wilson et al., 2006). 
The study conducted by McMillen (2008) and Espinosa et al. (2010) utilized 
grounded theory and that was noted to be a good choice. Other studies utilized 
qualitative exploratory and descriptive design (Bratcher 2010; Calvin et al., 
2010; Efstathiou & Walker 2014; Fridth et al., 2009; McCallum & McConigley 
2013), which is known to be better method for these studies since authors 
intended to explore the experience of nurses on end of life care.  
The study by Bratcher (2010) and Calvin et al., (2009) utilized the convenient 
sampling technique, which is the weakest sampling technique. Other studies 
utilized the purposive sampling technique (Bratcher, 2010; Espinosa et al., 
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2010; Fridth et al., 2009; Efstathiou & Walker, 2014; McCallum & McConigley 
2013; Wilson et al., 2006). This is because the data from this sampling technique 
will be rich and it will provide the necessary information on the research 
questions. The studies conducted by McCallum and McConigley (2013), 
Thomson et al. (2010) and Vanderspank - Wright et al. (2011) lacked in sample 
size, but other studies seemed to have an adequate sample size.  
Bratcher (2010) conducted a pilot study, but other studies lacked in pilot testing. 
All the studies utilized an individual interview as a data collection technique. 
Espinosa et al. (2010) utilized a focus group for 18 members and an individual 
interview of 5 members, which is a triangulation and helps in providing rich 
data. However, the duration of the interview was too long and the interview was 
conducted only once, which indicates that corroboration as too low. 
Nevertheless, all the other above mentioned studies lack in data triangulation. 
The credibility is noted to be good because all the interviews were audio 
recorded and transcribed to verbatim. The above-mentioned studies were 
conducted only in single settings so it lacks in generalizability. 
2.3 Supportive behaviors of nurses on end of life care: 
The supportive behaviors perceived by nurses are mainly discussed as follows; 
patient-family related supports, and healthcare professionals related supports.  
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2.3.1 Patient-Family related support: 
The previous studies conducted by Attia, Abd-Elaziz and Kandel, (2013) and 
Beckstrand and Krichhoff (2005) on the perceptions of the nurses on end of life 
care, reported the following as the top rated patient-family related supportive 
behaviors: 1) To have single contact person from the family members, 2) Family 
readiness in acceptance of the patient’s poor prognosis, and 3) Having family 
members with the patient on his death bed. In addition, the nurses supported the 
family members further by allowing their physical presence and that provided 
an opportunity for the nurses to teach the family members about the process of 
dying and to provide sufficient information for the family members, which was 
also a part in providing a dignified death to the patient (Wilson et al., 2006). 
Arbour and Wiegand’s (2013) descriptive phenomenological study conducted 
on medical and surgical critical care units detailed that family members were 
well prepared for the situation when they were educated and had been explained  
about the situation. It is quite evident from the review that the family member’s 
acceptance of poor prognosis and death of the patient is perceived as supportive 
behavior among the nurses. In addition, the presence of family members on the 
death of the patient provided a personal satisfaction for the nurses. 
2.3.2 Healthcare professionals related support: 
Most of the studies conducted on end of life care stated that support from the 
colleagues acted as a helpful behavior for the nurses in providing good end of 
life care (Attia et al., 2013; McCallum & McConingley, 2013; Shorter & Stayt, 
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2010; Vanderspank - Wright et al., 2011). The studies stated that nurses coped 
by speaking with colleagues at work as these individuals would be in a better 
position to empathize. Most of the nurses coped up with the stress or difficulties 
they faced while providing end of life care by sharing their experiences with 
their colleague.  
After the patient’s demise, the physicians debriefing the family members was 
rated as helpful behavior for the nurses in concluding the patient’s end of life 
care (Lee, Choi, Kim, Kim, & Kim, 2013). Furthermore, the multi-disciplinary 
team approach was perceived as one of the supportive behaviors in end of life 
as perceived by the nurses. The multidisciplinary team approach includes 
physicians, nurses, religious leaders, and social workers involved in end of life 
care. They could work with nurses in arranging formal meetings with family 
members that could help the family members in decision-making. This team 
could help the family members to accept the impending death of patient and 
take care of family members in their bereavement (Lee et al., 2013). Hence, it 
was observed that sharing experience and feelings with colleagues, physicians 
debriefing sessions with family members and multidisciplinary team approach 
are considered the key supports related to healthcare professionals for the 
nurses. 
2.3.3 Critique of methodology 
Attia et al., (2013) utilized descriptive design. Beckstrand and Krichhoff (2005) 
conducted a survey using experimental, posttest-only, control -group design. 
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Beckstrand and Krichhoff (2005) used random sampling technique. Inclusion 
and exclusion criteria were stated clearly. Arbour and Wiegand’s (2013) utilized 
phenomenological approach, which is a good choice because it aimed to explore 
the perception of nurses on the end of life care and the sampling technique used 
was purposive sampling. The sample size was adequate in all the studies. 
Interview was conducted only once and the duration of interview was too long, 
so it lacks in corroboration. 
2.4 Obstacles of nurses on end of life care: 
The obstacles are divided into three categories: Patient-family related obstacles, 
Health-care professional related obstacles, and Organizational related obstacles.  
2.4.1 Patient -Family related obstacles:  
Obstacles related to patient- family were rated as the highest obstacles faced by 
the nurses in end of life care. This affects the quality of end of life care and 
eventually affects the dying patient. In understanding the family related barriers 
further, various factors concerned are discussed as below: 
Lack of understanding of family members: The critical care nurses rated the 
obstacles related to family as high obstacles in providing end of life care which 
include; family members not ready to understand the meaning of life saving 
measures, and being unready in accepting the poor prognosis (Beckstrand & 
Krichhoff, 2005 ; Lee et al., 2013). Furthermore, Borhani et al. (2014) stated 
that nurses perceived the unrealistic expectations of patients’ family members 
as another major obstacle in providing end of life care. The poor or uncertain 
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decline in the patient condition creates a lack of understanding and lack of 
acceptance among the family members. In addition, Lee et al. (2013) conducted 
a quantitative survey in University Health system in Seoul and reported that 
nurses perceived to have difficulties with family members when they requested 
for life saving measures contrary to patients’ wishes without fully understanding 
the situation.  It could be understood from the review that critical care nurses 
face many difficulties while dealing with family members of dying patients. The 
critical concern perceived by nurses is the lack of understanding of family 
members about life saving measures.  
Conflict among family members: Conflict among patients’ family members 
was another key obstacle in providing end of life care (Kramer, Boelk, & Auer, 
2006). The cause of conflict among the family members depends largely on the 
lack of support for the family members, longstanding issues among the families, 
and a lack of agreement among the family and patient’s needs. Most of the 
conflict among the family members in end of life care was regarding the life 
sustaining treatment, which induced stress among family members and 
healthcare professionals, which ultimately delayed the plan of action (Kramer 
et al., 2006; Beckstrand & Krichoff, 2005). Conflict among the family members 
in end of life decision was potentially sad and destructive for surviving family 
members (Boelk & Kramer, 2012; Kramer et al., 2006).  
Hence, from above literature it was noted that the nurses perceived the conflict 
among the family members as one of the main obstacles, which is viewed as 
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reason to delay the end of life care. The patient would pass on more peacefully 
while the health care professional worked closely with the family members in 
resolving conflict and whilst family members worked together to make a 
decision. 
2.4.2 Health care professionals related obstacles: 
Health care professionals, especially nurses are the ones who are in constant 
contact with the dying patient during end of life care. The following were the 
main obstacles related to healthcare professionals noted from the previous 
studies: lack of education and training for nurses, fear and anxiety among the 
nurses, lack of involvement in end of life decision, physician related obstacles 
and communication.  
Lack of education and training: The selected literature in general agreed that 
end of life care required an adequate training for the nurses to provide good end 
of life care (Borhani et al., 2014; Espinosa et al., 2010; Holms, Milligan, & 
Kydd, 2014; Nelson et al., 2006). In addition, staffs who were working in 
critical care units often felt that they were not adequately trained to handle the 
dying patients and their family members. Inadequate training and education 
may lead the health care professional into the state of frustration that ultimately 
reduces their confidence in their work (Attia et al., 2013; Bloomer et al., 2013; 
Thompson, Austin, & Profetto-McGrath, 2010). Some of the nurses stated that 
practice of end of life care came from experience and observation (Holms et al., 
2014). In congruence, even the more experienced nurses stated that there was 
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need for education to improve end of life care (Crump, Schaffer & Schulte, 
2010; Valente 2011), and this may be due to the fact that current nursing 
curriculum prepared the nurses mostly in relation to survival care, with limited 
classroom instructions given on end of life care for the patients, and the handling 
the family members (Ferrell et al., 2007). 
It is well apparent from the review that the nurses are taught about life sustaining 
care in their curriculum and the least importance is given to end of life care, and 
that leads to the nurses’ frustration and decrease in confidence when handling 
the dying patient practically. Comprehensive education and training to nurses 
on end of life care will definitely help the nurses to handle the patients with 
more confidence; ultimately improving the quality of care.  
Fear and anxiety among the nurses: Calvin, Lindy, and Clingon (2009) 
descriptive qualitative study detailed that nurses were found to have more guilt 
and fear when they were less experienced during the handling of the dying 
patient. Guilt and fear led the nurses into a state of detachment and withholding 
of information with others and from the patient (Lange, Thom, & Kline, 2008). 
They were afraid to communicate with the dying patient; leading to a failure in 
understanding the dying wishes of their patients. Many nurses reported that 
there was a need for role models whom they could emulate in dealing better 
with sensitive issues such as the hastening of death (Valente, 2011). The nurses 
highlighted that they had experienced tension between what they were doing 
and what they believed to do in patient and family care, resulting in times even 
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when they felt that they were adequately trained in (Bloomer, Morphet, 
O'Connor, Lee, & Griffiths, 2013). The novice nurses and junior nurses had fear 
and anxiety while handling dying patient due to lack of adequate training. If 
nurses get support from the other staffs/seniors, that might help to minimize the 
fear and anxiety among the nurses. 
Lack of involvement in end of life decision: Medical dominance was found to 
be a common phenomenon in the health care settings. Wong and Chan (2007) 
stated that nurses were reluctant to confront physicians in order to maintain 
social stability and harmonious working relationships. Most of the studies stated 
that nurse’s values were not valued in charting the direction of end of life care 
(Attia et al., 2013; Espinosa et al., 2010; Hansen, Goodell, DeHven, & Smith, 
2009). Miyashita et al. (2007) stated that it would be ideal for nurses to be more 
autonomous so that they could think critically and act independently, and be an 
integral part of the multidisciplinary team and discussion.  
Most of the studies reviewed mentioned that the nurses are not involved in the 
end of life decision-making, which lead to job dissatisfaction. When the nurses 
were involved, they had autonomy and would take responsibility and act 
independently in providing quality end of life care. 
Physician related obstacles: Festic et al. (2010) stated in a study that physicians 
were one of the obstacles in providing good end of life care. Beckstrand and 
Krichhoff (2005) stated that physician’s not agreeing on the direction of care 
and the lack of physician-family conservation post-patient’s demise were the 
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two of the larger obstacles on end of life care. Crump et al. (2010) supported 
these findings, stating that in some cases physician even avoided family 
members after the patient’s demise.  
When two or more physicians were involved and if there was disagreement in 
the direction of patient care among the physician, it could further lead to 
miscommunication of information with the nurses. This will result in the nurses 
being in a state of confusion to communicate the information further with the 
family members.  
Communication: Communication plays active role in providing the quality end 
of life care. Holms et al. (2014) stated in his study that the broken 
communication among the health care professionals and families could lead 
confusion about withholding treatment. This would ultimately put the nurses in 
a difficult situation when communicating with the family members further. 
Further, most of the nurses were found to be unwilling to communicate 
regarding end of life care because they felt that they were in a lifesaving 
profession and this led to inner conflict for them. 
Hence, it was found from the review that nurses felt that there was lack of 
communication between healthcare professionals and family member’s. Curtis 
(2004) identified that good communication was necessary between healthcare 
professionals and family members. When open communication was practiced, 
everyone involved in the care of patients could be consulted and this help in 
clarifying the patient’s care goals further. The study further stated that this 
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provided relief among the nurses when the open discussion with family 
members about the patient’s impending death could be carried out, for only 
then, there was no need to conceal facts regarding the prognosis of the patient 
from the family (Valente, 2011). 
2.4.3 Organization related obstacles 
Organizational-related factors have a negative impact on the nurses’ provision 
of effective end of life care, which includes inappropriate intensive care unit 
environments, lack of formal support for nurses, and lack of staff. 
Inappropriate ICU Environment: The physical environment was noted in 
many studies to be as one of the obstacles in providing end of life care (Fridth 
et al., 2009; Zomorodi & Lynn, 2010). McCallum and McConigley (2013) 
mentioned that an open noisy environment was found to be a barrier in 
providing end of life care. In an another study, poor intensive care unit design 
was perceived as the most intense obstacle due to lack of privacy for the dying 
patients and family members (Attia et al., 2013; Espinosa et al., 2010).  
The poor intensive care unit design and open noisy environments were found to 
be one of the barriers due to the lack of privacy for the dying patient and family 
members to grieve. 
Lack of formal support: Most of the nurses expressed that they were not getting 
enough formal support on end of life care and this led to the nurses facing higher 
levels of emotional distress and burnout. Nurses also reported in a large lack of 
debriefing sessions, which could be useful for helping them to cope with a 
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patient’s demise (Ranse, Yates, & Coyer, 2012). Often, there were 
organizational pressures and constraints that failed to acknowledge the nursing 
work post-demise of patient (Bloomer et al., 2013). This might be the reason 
that forces the nurses to be task-oriented rather than person-centered in their 
care delivery (Bloomer et al., 2013).  
Lack of staff: Lack of staff acted as another barrier in providing good end of 
life care (Attia, Abd-Elaziz, & Kandeel, 2013; Yu & Chan, 2010). Friedenberg, 
Levy, Ross, and Evans (2012) further mentioned that poor nursing staffing 
patterns often led to an insufficient continuity of care, which also increased the 
nurses’ workloads. Nurses also further expressed frustration related to 
inadequate care for the patient, affecting overall attrition rates, quality of care 
to other patients and staff satisfaction levels (Beckstrand & Krichhoff, 2006). 
An ideal staffing ratio in the intensive care unit should be 1:1, as this would 
allow the nurse more time to concentrate and fulfill the needs of the patient 
(Holms et al., 2014).  If the staff-patient ratio is adequate, the nurses can provide 
good quality end of life care and the reverse is true; there is discontinuity in care 
and increased workload for nurses when the staff-patient ratio is inadequate, 
leading to poor quality end of life care.  
2.4.4 Critique of methodology 
The aim, sampling technique, sample size, data collection and data analysis 
were clearly stated (Borhani et al., 2014; Ferrell et al., 2007; Holms et al., 2014; 
Lee et al., 2013; Valente 2011; Ranse et al. ,2012; Shoter & Stayat, 2010;  
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Zomorodi & Lynn , 2010)). Holms et al. (2014) and Shoter and Stayat, (2010) 
utilized the phenomenological approach which is a good choice to explore the 
lived experience. Other studies utilized qualitative exploratory and descriptive 
design.   
Ranse et al. (2012) and Zomorodi and Lynn (2010) used convenient sampling 
as sampling technique and other studies utilized purposive sampling method.  
Holms et al. (2014) conducted a study, which lacks in sample size (n= 5), 
however other above-mentioned studies had an adequate sample size. The 
interview technique was utilized to collect the data and the interview was 
conducted only once. The rigours were mentioned in the study. Credibility is 
noted to be high in all the studies. The interviews were recorded and 
substantiated with quotation. Data collection and data analysis were clearly 
explained. 
2.5 Knowledge gaps 
The methods used in the studies were either qualitative or quantitative. Studies 
of mixed method nature were rare, though it is considered as a method that can 
provide more information. Furthermore, most of the studies were conducted in 
a single setting at different places, which affected the generalizability of the 
findings noted from the studies. Hence, it is essential to conduct a mixed method 
study within different hospital settings to gain an in-depth understanding of 
nurse’s perception on end of life care and to fill this literature gap up. 
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The implications for nursing include interventions to minimize perceived 
obstacles that result from caring for dying patients in the intensive care unit or 
other clinical settings, but only few studies had investigated if those 
interventions were implemented or were successful. Furthermore, only the 
studies that were published in English were reviewed. Non-English articles or 
papers could contain useful information were excluded, thus impeding a global 
level understanding on the subject.  
Most studies have been conducted so far in western cultures, in different health 
care systems. The major gap noted in the literature review was the lack of 
studies in understanding the obstacles and supportive behavior of Indian nurses 
providing end of life care in critical care units in India as per the knowledge of 
the researcher. Furthermore, there are very limited studies found to have studied 
the influences of demographic variables on the supportive behaviors and 
obstacles perceived by nurses on end of life care. It is thus very important to 
conduct the study for the Indian nurses and to find how their demographic 
variables influence the nurse’s perceptions on supportive behaviors and 
obstacles. The information gained from such study could be helpful for future 
intervention studies to enhance the knowledge of the nurses on end of life care 
that would provide better quality of care for the dying patients.  
2.6 Conceptual framework 
Kings goal attainment theory: The conceptual framework of King was 
published in 1971 and from which theory, the theory of goal attainment was 
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developed further in 1981. King states that the overall assumption of the theory 
is that “the focus of nursing is human beings interacting with their environment 
leading to health (King 2007, 109)”.  
 
FIGURE 2 – King’s dynamic Interacting Systems 
The King’s Goal Attainment theory mainly focuses around three systems which 
include 1) Personal (individual), 2) Interpersonal (nurse-patient dialogue), and 
3) Social Interaction System (the family, organization). The relationship among 
these three systems will lead to King’s Goal Attainment theory. The concepts 
for the personal system include the growth and development, perception, body 
image, space and time. Perception is important among this entire concept, 
because it influences behavior. The concept of the interpersonal system is the 
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interaction, communication, transaction, role, and stress. This displays the nurse 
interrelates with co-worker or patient, particularly in a nurse-patient 
relationship. The social system is the final interacting system. This shows that 
how the nurse interacts with higher authorities, coworkers, subordinates and the 
client environment in general. 
In this study, a conceptual framework based on King’s theory was proposed to 
guide this study to identify the key supportive behaviors and obstacles perceived 
by nurses.  Figure 3 presents the conceptual framework for the study. 
The personal system includes a demographic profile of the participant, which 
consists of age, gender, education status, ethnicity, and year of experience in 
critical care unit, and numbers of dying patients handled.  
Interpersonal system in this study included the nurse’s interaction with family 
members, patients, and physicians. These components were included in the 
survey questionnaire (obstacles and supportive behaviors) on end of life care 
such as patient-family related factors, health care professional related factors.  
The supportive behaviors related to patient and family considered were having 
a designated contact person, accepting of the patient’s death and the family’s 
reactions. The supportive behaviors related to healthcare professionals 
considered were the support from colleagues include psychological support, 
sharing of workload and communication with colleagues, Support behaviors 
from physician include communication with family members and helping the 
family members to understand the reality. 
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FIGURE 3 – Proposed conceptual framework of this study 
Obstacles from patient family included were lack of understanding and not 
accepting the decline in patient condition, nurses needing to deal with angry and 
distressed family members while caring for dying patient, and family members 
continually calling for update. Others were the cultural differences among the 
dying patients, patient dying alone without family members, and the difficulty 
in communicating with the patient related to sedation. Obstacles from health 
care professional include legal actions as a threat, physicians differing in 
opinion, physicians being unwilling to allow the patient’s death and avoiding 
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communication with family members, nurses being not adequately trained, the 
opinion of nurses about patient care not being valued, and workload of the 
nurses.  In this study, the social system includes the organization. The 
organization related supportive behaviors considered were visiting hours, the 
intensive care unit environment, and the multidisciplinary team approach. 
Organization related obstacles included the lack of formal support, the intensive 
care unit design, and the policies of the organization. When the interaction 
among these three systems occurs, it ultimately leads to the achieving of the 
goal - that is the improvement in the quality of end of life care. 
2.7 Summary 
This literature review presents the nurse’s perceptions on the end of life care as 
well as supportive behaviors and obstacles to its provision noted from the 
existing articles. At present, there is limited evidence on the experiences of 
Indian nurses on end of life care and on the influences of demographic variables 
on the supportive behaviors and obstacles perceived by nurses on end of life 
care. It is thus important to investigate the nurse’s perception on end of life care 
in critical care units in India.  The results of this study could be useful in the 




Chapter 3 Methods 
This chapter presents the methods and processes undertaken during the research 
study, and it includes the study design, settings, sampling, description of the 
tools used in data collection, data collection methods, analysis tools adopted as 
well as ethical considerations of the study. 
3.1 Research design 
In addressing the aim of this study, an explanatory sequential mixed methods 
approach was selected after considering the pros and cons of the method. A 
mixed method research design provides corroboration (triangulation), preserves 
the rich data source, and promotes new modes of thinking (Rossman & Wilson, 
1985). The key disadvantages of mixed method research design are as follows: 
(1) this method is quite expensive, (2) its time consuming and (3) difficult for 
the researcher to be well versed in both quantitative and qualitative study 
(Johnson & Onwuegbuzie, 2004). Despite the disadvantages amidst the 
advantages of a mixed-method approach when investigating any phenomenon, 
integrating both quantitative and qualitative approaches into data collection and 
analysis can improve the understanding of research findings (Gay & Airasian, 
2000; Tashakkori & Teddlie, 2003). Furthermore, Greene and Caracell (1997) 
mentioned that mixed methods research design could provide more valid and 
reliable findings. Therefore, this method was adapted to this current study to 
gain more collective information about the perceptions of the nurses who 
working on end of life care in critical care units. This method has provided an 
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opportunity for clarification and exploration of the significant findings from the 
viewpoint of the participants. This method comprised of both quantitative and 
qualitative methods, which will be explained further in detail in the following 
sections. 
 
FIGURE 4 – Steps of the sequential explanatory design followed in this study 
The steps followed in the study are presented in Figure 4 (Creswell, Plano Clark, 
Gutmann, and Hanson, 2003). The quantitative data collection was conducted 
initially and was followed by analysis of quantitative data that is explained in 
detail in the section 3.3. The qualitative research interview guidelines were 
developed from the analysis results of quantitative data. The qualitative data 
collection was carried out and thematic analysis was done that is explained 
further in the section 3.4. 
3.2 Settings 
The study was conducted in three of the following hospital settings, and the 
critical care units were located in Salem, Tamilnadu, India: 
Hospital setting one is a 200-bedded hospital that has 2 critical care units, the 
first comprising of both the medical (MICU) and surgical intensive care unit 


















SICU) and coronary care unit have 15 and 10 beds each respectively with 25 
and 15 staff members employed per unit.  The admission rate for both units was 
found to be within a range of 70 to100 per month. The staff- patient ratio was 
approximately 1:3 approximately this varied as per admission rate. The average 
death rate in the ICU was found to be 4 to 6 per month and that of the coronary 
care unit was 3 to 4 per month. 
The hospital setting two is a 200-bedded hospital, with one adult intensive care 
unit. The intensive care unit has 20 beds and strength of 35 staff members. The 
average admission rate in the intensive care unit was found to be about 100 per 
month. The staff-patient ratio was also found to be 1:3. The average death rate 
in intensive care unit was found to be around 5 per month. 
Hospital setting three is 100-bedded hospital with one adult intensive care unit, 
which has 10 beds and staff strength of 25 staff. The admission rate was around 
50 per month. The death rate recorded was around 3 to 5 per month.  
Several discussions were held with the hospital management when gaining 
approval prior to the data collection for this study.  
3.3 Quantitative research study 
The quantitative research method was utilized in this study to answer research 
questions one to three, which included the ranking of supportive behavior and 
obstacles in providing end of life care that were perceived by nurses, the 
differences of demographic profile of the nurses on the supportive behaviors 
scale, obstacles scale, and tabulation of correlation among the variables 
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collected. Quantitative research is the collection of numerical data that can be 
analyzed to explain the research phenomena (Leedy & Ormrod, 2001). 
Numerical data was collected from a set of questionnaires prepared for 
answering the research problem. Later, the collected data was analyzed by using 
IBM SPSS V21.0. This section describes the systematic processes being applied 
to the study, and thus the sampling processes, instruments used, data collection 
methods, as well as data analysis methods are explained below. 
3.3.1 Sample 
Convenience sampling method was used for the quantitative method in the 
study. Convenience sampling included the participants who met established 
eligibility criteria and were available to the researcher (Norwood, 2009).  This 
method is chosen by the researcher for practical reasons, it being cost effective 
and less time-consuming. It is also known for its ease for use during sampling 
and is often utilized during documentation of a particular phenomenon that 
occurs within a given sample (Burns & Grove, 2007). 
The participants for this study were registered nurses working in the intensive 
care unit, who had or were providing end of life care for the patients (at any 
point of time during their intensive care unit career). Below were the inclusion 
and exclusion criterion that were used in selecting the participants for the 
quantitative study. 
The inclusion criteria for the participants were that he or she:  
1. had to be able to read and speak the English language; 
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2. was above 21 years of age; and 
3. had experienced at least one incident of patient’s demise in the last 6 
months in the intensive care unit 
The exclusion criteria for the participant were that he or she:  
1. could  not read nor speak the English language; 
2. was less than 21 years of age; and 
3. did not have the experience of providing end of life care in an intensive 
care unit in the last 6 months. 
3.3.2 Sample size 
As population’s behavior was unknown, Slovins formula (1960) was used in 
order to find the sample size for the study. A 5% margin of error was decided, 
with alpha level (e) at 0.05 to ensure the study sample size to meet the minimum 
requirements to address the Type I and Type II errors.  
n = N/ (1+ (N*e²)) = 100/ (1+100*0.052 ) = 80, where N= Population size (100), 
e = alpha level 0.05.  
In the study, the sample size was 80, which met the target sample size based on 
the Slovins formula with significant level of 0.05.  
3.3.3 Instrument 
The questionnaire used in this study was adopted from the National survey of 
critical care nurses regarding end of life Care (Beckstrand & Kirchhoff, 2005). 
The scale was intended for use on intensive care unit nurses in measuring the 
supportive needs and obstacles of nurses required and faced in providing end of 
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life care. It was developed after conducting pilot studies and reviewing with 
experts. It was believed that the outcome of the questionnaire would provide 
more understanding of the perceived obstacles and perceived support in 
providing end of life care for dying patients. Permission to use the tool was 
obtained from the authors.  
In this study, the questionnaires consisted of three sections: 
Section 1:  This section consists of 8 questions, which mainly deals with the 
demographic profile of the participant such as age, gender, level of education, 
and years of experience in the critical care unit, and number of dying patients 
handled during last 6 months.    
Section 2:  This section consisted of 24 Likert items, which is used to measure 
critical care nurses’ perceptions on the supportive behaviors in providing end of 
life care to dying patients. A 5-point Likert-type scale item was used to score 
nurse’s responses ranging from “not a help to a great help” as follows: 0 = Not 
a Help, 1 = Extremely Small Help, 2 = Small Help, 3 = Medium Help, 4 = Large 
Help and 5 = Extremely Large Help.  The items were ranked based on their 
mean scores to determine, which item were perceived to be the top ranking 
supportive behavior and which ones were the least. The total mean score ranges 
from 1-5. A higher mean score of the item would indicate that nurses perceived 
higher support in providing end of life care in intensive care unit. 
In the previous study, the Cronbach’s alpha was 0.86, which indicated a good 
reliability. In this study, the Cronbach’s alpha of 24 items was 0.65. Comparing 
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the reliability of this study to the previous study, the value was noted to be quite 
low. This might be due the participants varying from the culture and expertise; 
furthermore, it might have been also affected due to the different settings where 
the study was conducted.  
Section 3:  This section consisted of 29 items, and it was used to measure the 
critical care nurse’s perception on obstacles/obstacles in providing end of life 
care to dying patients. A 5-point Likert-type scale item was used to score nurse’s 
responses ranging from “not an obstacles to extremely large obstacles” as 
follows: 0 = Not an Obstacle, 1= Extremely Small obstacle, 2= Small Obstacle, 
3=Medium Obstacle, 4= Large Obstacle and 5= Extremely Large Obstacle.  The 
items were ranked based on their mean scores to determine which item was 
perceived to be top ranking or major obstacles and which one were the least. 
The total mean score ranges from 1-5. The higher the mean score of the item 
indicates that nurses perceived higher obstacles in providing end of life care in 
an intensive care unit. 
In the previous study, the Cronbach’s alpha was 0.89, which indicated a good 
reliability. In this study, the Cronbach’s alpha of 29 items was 0.81, which 
indicated high level of internal consistency.  
3.3.4 Data collection 
 Ethical approval was obtained from the respective hospitals and the National 
University of Singapore-Institutional Review Board (NUS-IRB) in August 2015 
after which the data collection was started. The researcher contacted the in-
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charge nurses in the critical care units about the research study after gaining 
support from the respective hospitals’ management. After reviews and 
discussions with the nursing superintendent and ICU in charge from the 
different hospitals, the researcher identified potential participants for the study. 
The researcher then contacted the participants who met the inclusion criteria 
directly to check if they would be interested in participating in the study. Prior 
to the collection of information for the research project, implied consent had 
been obtained from interested participants by explaining the study purposes and 
by issuing the Participant Information Sheet (PIS).  
Participants were ensured about the confidentiality of the identification and their 
queries were answered. After gaining implied consent, the survey questionnaire 
was distributed to the participants and the participants were requested to fill out 
basic demographic profile and answer survey questionnaires. Participants were 
encouraged to review through the questionnaire and ask questions to clarify 
their doubts if any, prior to filling in the survey questionnaire form. The contact 
number of the researcher was also given to the participants to clarify any of their 
doubts during the survey study. The total duration to fill the questionnaire was 
estimated to be around 15 - 20 minutes. The questionnaire was given to the 
participants and the participants were requested to drop the filled questionnaire 
in respective data collection boxes kept at nursing station, and the researcher 
collected the answered questionnaires from box on the third day.   
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3.3.5 Data analysis 
The data collected were entered into the Statistical package for social version 
23.0 (IBM SPSS V21.0) for analysis. The descriptive statistics, which included 
frequencies and percentages, was used to analyze the demographic profile of 
the participant. In order to enhance the quality of data, descriptive statistics was 
performed to review the data for errors (Pallant, 2013; Osborne, 2013).  
Normal distribution is one of the key assumptions in selecting an appropriate 
method for data analysis. The sample size of this study was more than 50, 
therefore Kolmogrov Smirnov’s test was utilised to check the normality, 
linearity, independence, and homogeneity variance of the data (Ghasemi & 
Zahediasl, 2012). The results revealed that supportive behaviors scale was 
normally distributed since the p-value was found to be more than 0.05 and 
obstacle scale was not normally distributed since the p-value was found to be 
less than 0.05. 
Skewness and Kurtosis or Q-Q plot (visual inspection) could further be used to 
assess the normality of the data as suggested by Kim (2013). In our findings, 
the Q-Q plot for normality of perceived obstacles scale was found to be close to 
the line. In order to confirm the normality of the perceived obstacle scale further, 
skewness and kurtosis values were also calculated and the values  are in 
acceptable range for skewness (between-2 to 2) and kurtosis (between -4 to 4). 
Hence, parametric tests were used for all the outcome variables in data analysis 
(perceived support behaviors scale and perceived obstacle scale). 
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To answer the research question # 1 descriptive statistics was used to analyse 
the data. The mean was calculated for each item and the item with highest mean 
score was rated as top ranking perceived supportive behaviour and perceived 
obstacle by nurses on end of life care in critical care unit. To answer research 
question # 2, the Independent t-test was used to identify the differences in mean 
scores of outcome variables between/among the demographic variables. In 
order to identify the strength and direction of the relationships between outcome 
variables and demographic variables, Pearson correlation coefficient was used 
to answer research question # 3. Zero value of correlation coefficient indicates 
no linear relationship, whereby correlation coefficient closer to ±1 indicates the 
stronger correlation.  
3.4 Qualitative research study 
The exploratory descriptive quantitative study design was adopted to address 
the research question # 4, which was to explore the perception of nurses on end 
of life care in the critical care units. The qualitative research study was 
conducted in addition to obtain in-depth information on the perceptions of the 
nurses who were handling the patient for end of life care. This study was 
conducted under the same settings as mentioned earlier in this chapter.  
In qualitative studies, interviewing of subjects is one of the most widely used 
methods (Robinson, 2000). Individual face-to-face interviews using semi-
structured questions were used to collect the detailed information about their 
perceptions on end of life care. To gain an understanding and in-depth 
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information of the research topic, these types of interviews can be very effective 
(Tetnowski & Damico, 2001).  
3.4.1 Sampling method 
Purposive sampling was used in this study. This is a common method, which is 
being used mainly in the qualitative studies. Knowledge of the participants and 
purpose of the study were considered while selecting the participants (Polit & 
Beck, 2006). In order to gain more information about the research topic, the 
participants in this study were selected based on the inclusion criteria.  
Below were the inclusion criteria’s that were followed in selecting the 
participants for the qualitative study. 
The inclusion criteria for the participant were that he or she:  
1. could speak English fluently; 
2. was above 21 years of age; and 
3. Was a nurse who had or was providing end of life care in the intensive 
care unit in the last 6 months. 
The exclusion criteria for the participant were that he or she:  
1. could not speak English fluently; 
2. was less than 21 years of age; and  
3. was nurse who had or was providing end of life care in the intensive care 
unit in the last 6 months. 
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3.4.2 Sample size 
The sample size for qualitative date is estimated based on data saturation.  
Qualitative data collection was done until the data saturation was obtained rather 
than pre-determined sample size in quantitative studies. It means no new 
information was obtained from further or newly recruited participant (Denzn & 
Lincoln, 1998).  In this study, the data saturation was reached with 14 nurses. 
3.4.3 Interview guide 
The Interview guide was prepared after the preliminary analysis of the 
quantitative data in the following areas. 
 Participants knowledge on end of life care (understanding) 
 Dealing with patients 
 Dealing with family members 
 Dealing with physicians 
 Support and coping mechanisms 
 Obstacles and difficulties faced by nurses  
 Feedback session 
A pilot study was conducted using the interview guide with 2 participants to 
assess the feasibility and clarity of the questions of this study.  There was no 
change in the guidelines after the pilot study. The interview guide and semi-
structured questions are presented in Appendix C. 
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3.4.4 Data collection 
The potential participants who were willing to participate in the face-to-face 
interview were requested to contact the researcher by phone which was 
mentioned in the participant information sheet (PIS) given to the survey 
participant.  The participants contacted the researcher were approached. After 
ensuring the participants meeting the previously mentioned criteria, the 
researcher met the participants directly and arranged for the interview at a time 
and place of convenience of the participants. Before the data collection, the 
informed consent was collected and a copy of participant information sheet 
(PIS) was issued to the participant. The interview was conducted in a calm and 
quiet meeting room in the hospital to avoid distraction and to provide comfort 
for the participant and for the researcher. The interview started and was recorded 
when the participant was ready to speak. The interview was initiated with 
general and open-ended questions like “What do you understand by the term 
end of life care?” The guide was used throughout the interview. Whenever 
necessary, follow-up questions were asked to clarify the information.  
Each interview took 30 to 60 minutes. At times as some participant became too 
emotional, the interview was stopped and reassurance given by the researcher 
and restarted upon the interviewee being comfortable. Moreover, a dedicated 
avenue was identified to offer post interview counselling if required for the 
emotionally sensitive participants. During the interview, process field notes 
were taken by the researcher. After the interview, the participant were asked to 
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fill the basic demographic profile which included age, sex, level of education, 
years of experience in critical care unit, the number of dying patients handled 
and were assured that the information would be kept confidential.  
3.4.5 Data analysis 
Qualitative data was analyzed into two steps: data preparation and thematic 
analysis. The process of data preparation was done by reviewing and 
transcribing verbatim the recorded spoken words into texts. There was no 
attempt to make any alterations on the spoken words. After transcription of all 
the spoken words into texts, data analysis was done using thematic analysis.  
This technique was used as it was considered more flexible as compared with 
other kinds of qualitative analysis methods, and it was able to capture important 
themes and addressing the research questions. The study followed the following 
five steps of thematic analysis (Braun & Clarke, 2006). 
 Familiarizing with the Data: After converting all the information in a 
readable format, the researcher familiarized herself with the data by 
reading the interview transcriptions repeatedly. This would give her a 
broad idea of the responses recorded.  
 Generating initial codes: This process started with data segmentation, 
and segmentation of the textual data into small units by colour coding, 
which were group of words, sentences, or paragraphs containing 
particular aspects related to the study. After that, essence was identified 
from each segment by reading it repeatedly, and each of these was 
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coded. Each code allowed data to be thought of in new and different 
ways.  
 Searching for themes: This process involved generating potential themes 
by categorizing the codes identified. Drafted codes were grouped based 
on their similarities/relationships. After codes were grouped, there was 
a process of generating themes. Themes were identified by identifying 
the structural meaning that helped to connect the expression of codes. In 
this study, there were two levels of the themes: themes and sub-themes.  
Themes were more connected and made to address the research 
questions, whereas sub-themes were associated with group of codes that 
emerged from textual data.  
 Reviewing the themes: In this step, themes, sub-themes, and codes were 
reviewed repeatedly in order to ensure that there were logically 
developed. The outcome of this step was a hierarchical category of 
themes, sub-themes, and codes that was called a thematic map analysis.  
 Defining themes: There was a final review done to ensure that essence 
of the each theme and sub theme were identified and captured. After 
that, an appropriate name was given to each theme to reflect the overall 
concept of the theme.  
3.4.6 Rigour  
The four essential criteria highlighted by Lincoln and Guba (1985) are as 
follows: credibility, transferability, dependability and conformability. 
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Credibility refers to the confidence in the truth and interpretation of data. It 
further demands that findings should be compatible with participant’s 
experience. Reflective questioning was also used to ensure the credibility. 
Audio recording and transcriptions of the interviews ensured that all the 
information was captured accurately (Polit & Beck, 2006). In this study, 
individual transcriptions were reviewed by the participants whenever possible 
to validate the information, and to ensure that the original meanings were not 
being modified by the researcher. Honesty in informants was maintained, by 
selecting those who were willing to participate were accepted as participants, 
which helped in acquiring the true phenomenon and further ensured that there 
is no right or wrong answer (Shenton, 2004). Besides, researcher made a few 
visit to the hospital and established a good relation with the participants to make 
them comfortable before conducting the interview on the scheduled day. The 
auditability was good, as interviews were audiotaped and transcribed to 
verbatim word-by-word. In addition, the corroboration was high, because the 
researcher already worked in an intensive care unit as staff nurse and had an 
experience of dealing with death and dying.  
Transferability of the study depends on the thick description of the data (Lincoln 
& Guba, 1985) and generalization to the population. In this study, the 
descriptive statements and direct quotations from the participants were stated 
under each theme with line number and participant number to illustrate the 
findings better. This helps the readers to judge the relevancy of this study with 
respect to his or her own settings. Further, the study findings would be useful to 
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all the nursing profession working in critical care unit. Furthermore, the range 
of participants with varying nursing background and experience aided in 
ensuring in the transferability of the findings. 
Conformability and dependability depends on the accuracy and consistency of 
the data (Richard & Morse, 2007). Audit trial was conducted by including all 
the raw data; by explaining the research process and how the themes and 
subthemes would be formulated. Audio recording and supervisory checking 
were done further for conformability and dependability in this study.  
3.4.7 Ethical considerations  
An approval for the study was obtained from the respective hospital 
management in India and from the NUS-IRB before the study was conducted.  
The main ethical principles in this research study were respect for person, 
beneficence, and justice. 
Respect for person: Protection of autonomy and treating them with respect is 
under the principle of respect for person (Belmont Report, 1979). The subject 
was recruited for the research on voluntary basis by providing adequate 
information to the participants regarding the purpose of the study, potential 
risks, and benefits. In addition to a short debriefing session, a copy of participant 
information sheet that contained information regarding the rights and 
responsibilities of the participants in this study was issued to them. Furthermore, 
participants were informed that they could pull out from the study at any time 
before the completion of the data collection. It was also clarified that if they 
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decided to withdraw, all data related to the participant would be destroyed 
before the completion of data collection process. However, after the data was 
collected, that was not destroyable because there was no traceable or identifiable 
information of participant.  
For the protection of privacy, the survey data collection was performed after 
getting a verbal consent from the participant and they are coded by the number. 
In qualitative study, the informed consent was obtained from each participant. 
The code number was given to the participant to protect their privacy and 
anonymity while transcribing to verbatim.  
Justice: Every person must receive fair and equal treatment based on the 
principal of justice (Belmont Report, 1979). The participants were informed that 
they were fairly treated without bullying, discrimination, and harassment from 
the researcher. The researcher respectfully followed research procedures that 
were approved by IRB. Every participant was selected in relation to the problem 
of the study and not based on individual benefit. The findings of the study were 
used for improving quality of care at the end of life and help nursing 
professional at present and in future by providing necessary and adequate 
support. 
Beneficence: The right to protection from discomfort and harm is based on the 
concept of beneficence, which is focused on “do good and do no harm” 
(Belmont Report, 1979). To protect from harm and discomfort, the participants 
were notified that there were minimal or no anticipated physical and 
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psychological harm for participants. However, emotional discomfort occurred 
unintentionally during the interview process. In such conditions, the interview 
was stopped and the participants were reassured before proceeding further. 
3.5 Summary: 
This chapter describes the study design and discusses the sampling, data 
collection, and data analysis procedure. The aims of the study were met through 
the mixed method design.  There were 80 participants participated in the survey 
study and in-depth interviews were carried out in 14 participants. 
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Chapter 4 Results 
This chapter presents both the quantitative and qualitative arms of the study. 
4.1 Quantitative results 
This section presents the participants demographic characteristics, perceived 
supportive behaviors, and perceived obstacles by nurses on end of life care in 
the critical care unit. It also presents the results of differences between the 
demographic variables on perceived supportive behaviors as well as obstacles. 
In addition, it presents the relationship among the demographic characteristics 
of participants, perceived supportive behavior, and perceived obstacles by staff 
nurses on end of life care. 
4.1.1 Demographic characteristics of the participants: 
Table 1 presents the demographic data of the participants who took part in the 
quantitative study. There were total of 80 participants involved and the response 
rate was 94% as 80 out of 85 participants approached agreed to participate. All 
participants were qualified as registered nurses (n=80). 
The majority of participants were female 71.3% (n=57) and 28.7% (n=23) were 
male. The mean age of the participants was 27.4, with the participants’ ages 
ranging from 22 to 43 years (SD =4.70). Most of the participants were above 25 
years, 60% (n=48) and 40% of the participants (n=32) were below 25 years. A 
large portion of the participants were found to have less than or equal to 5 years 
of experience in the ICU, representing 72.5% (n=58) of the sample. Remaining 
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27.5% (n=22) of the participants were noted to have more than 5 years in the 
ICU.  
Table 1: Characteristics of the participants (N=80) 
Demographic Frequency (%) 
Gender  
 Female 57(71.3) 
 Male 23(28.7) 
Age  
 ≤ 25 years 32(40) 
 > 25 years 48 (60) 
Years of experience in ICU  
 ≤ 5 years 58(72.5) 
 > 5 years 22(27.5) 
Staff position  
 Staff nurse 76(95) 
 ICU in charge 4(5) 
No of dying patients handled  
 ≤ 10 patients 59(73.8) 
 > 10 patients 21(26.2) 
Highest education achieved  
 Diploma 37(46.3) 
 University degree and above 43(53.8) 
Ethnicity  
 Indian 80(100) 
Country where education received  
 India 80(100) 
Academic qualifications of the participants ranged from diploma certification 
to bachelor’s degrees, and majority of the participants (n=43, 53.8%) had a 
bachelor’s degree in nursing, with the remaining 46.3% (n=37) participants 
holding diploma in nursing. The participants were asked to identify the number 
of dying patients they individually handled in the last 6 months. Most of the 
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participants (n=59, 73.8%) were noted to have handled less than 10 dying 
patients. The others (n=21, 26.2%) were found to have handled more than 10 
dying patients.  
All participants were ethnically Indian and had pursued their qualifications 
within India (n=80). Most of the participants (n=76, 95%) were staff nurses in 
the intensive care unit. Only four participants (5 %) were ICU nurse-in-charge. 
4.1.2 Major and Least supportive behaviors and obstacles perceived by 
participants on end of life care: 
Supportive behaviors: Descriptive statistics were computed for all supportive 
behavior items. Items were ranked based on their mean score to determine 
which ones were perceived to be the most perceived supportive behaviors. As 
shown in the Table 2, mean scores of the supportive behavior items ranged from 
4.41 to 1.91. 
The results showed that the top supportive behavior items perceived by 
participant with a mean score of 4 and above were; (1) nurses offering words of 
support to each other (M = 4.41, SD = 0.741), (2) staff compiling all paper work 
to be signed by the family before they leave the unit (M = 4.39, SD = 0.703), 
and (3) nurses scheduled in a manner for patient to receive continuity of care 




Table 2: Ranking of the supportive behaviors perceived by participant in 
providing end of life care in critical care unit 
Item 
No 
Item Mean SD Ranking 
10. Nurses offer words of support to each other 4.41 0.741 1 
17. Staff compiles all paper work to be signed 
by the family before they leave the unit 
4.39 0.703 2 
12. Nurses scheduled so that patient receives 
continuity of care 
4.16 0.737 3 
13. Nurses offer supportive physical touch to 
each other 
3.98 1.283 4 
16. Nurses take care of patients while affected 
nurse “gets away” for a moment after the 
death of a patient 
3.78 1.006 5 
11. Nurse having enough time to prepare the 
family for patient’s death 
3.5 1.201 6 
20. Physicians agreeing about direction of 
patient care 
3.49 1.232 7 
2. Family members having a peaceful and 
dignified bedside scene 
3.48 1.055 8 
7. Family designating one family member as 
contact person for the rest of the family 
3.41 1.77 9 
9. Nurse drawing on previous experience with 
the critical illness or death of a family 
member 
3.31 1.428 10 
19. Physicians putting hope in tangible terms 
for family 
3.28 1.414 11 
5. Family members accept that patient is dying 3.23 1.591 12 
4. Family members show gratitude to nurse for 
care provided to patient who has died 
3.18 1.329 13 
8. Family physically helping to care for the 
dying patient 
3.05 1.359 14 
3. Families being taught how to act around 
dying patient 
3 1.293 15 
24. Unit designed so family has a place to 
grieve in private 
2.99 1.373 16 
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21. Physicians meet in person with the family 
after the patient’s death 
2.84 1.71 17 
14. Nurses having a supportive person outside 
of the work setting to listen after the death 
of a patient 
2.78 1.484 18 
1. Family members having adequate time to be 
alone with the patient after his/her death 
2.68 1.22 19 
18. Letting the social worker or religious leader 
take primary care of the grieving family 
 
2.68 1.414 20 
22. Ethics committee constantly involved in the 
unit, so they are involved from the 
beginning should an ethical situation arise 
later 
2.53 1.575 21 
6. Families having unlimited access to the 
dying patient 
2.15 1.7 22 
15. Nurse talking with patient about his or her 
feelings and thoughts about dying 
1.96 1.618 23 
23. Having unlicensed personnel available to 
help care for dying patients 
1.91 0.799 24 
The least supportive behavior items perceived by participant with below mean 
score of 2 were; (1) having unlicensed personnel available to help care for dying 
patients (M = 1.91, SD = 0.799), (2) nurse talking with patient about his or her 
feelings and thoughts about dying (M = 1.96, SD = 1.618) 
Obstacles: Descriptive statistics were computed for all obstacle items. Items 
were ranked based on their mean score to determine the major and least 
perceived obstacle items perceived by the participants. As shown in the Table 
3, mean scores for obstacle items ranged from 4.45 to 1.85.  
The results showed that the perceived obstacle items receiving the mean scores 
of above 4 were; (1) nurse’s opinion about patient’s care not valued (M = 4.45, 
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SD = 0.692), and (2) nurse too busy offering life saving measures to provide 
quality end of life care (M = 4.04, SD = 1.037). 
Table 3: Ranking of the obstacles perceived by participant in providing end       
of life care in critical care unit 
Item 
No 
Item Mean SD  Ranking 
23. Nurse’s opinion about patient’s care not 
valued 
4.45 0.692 1 
18. Nurse too busy offering life saving measures 
to provide quality end-of-life care 
4.04 1.037 2 
9. Family visiting hours too liberal 3.89 1.302 3 
17. Physicians overly optimistic to family about 
the patient surviving  
3.71 1.314 4 
24. Nurse not trained regarding family grieving 
and quality end-of-life care 
3.71 1.285 5 
26. Unavailability of ethics board or committee 
to review difficult patient cases 
3.71 1.182 6 
3. Families not accepting poor patient 
prognosis 
3.6 1.327 7 
16. Physicians won’t allow patient to die  3.55 1.146 8 
14. Physicians differing in opinion about Rx 3.53 1.432 9 
21. Nurse not being able to communicate with 
patient to learn of his/her wishes regarding 
treatment due to sedation or depressed 
neurological status 
3.49 1.405 10 
29. Patient having pain that is difficult to control 
or alleviate 
3.48 1.16 11 
13. Families grieving in culturally diverse ways 3.41 1.532 12 
5. Family fighting about life support 3.31 1.506 13 
20. Nurse having to deal with distraught family 
while still caring for patient 
3.31 1.186 14 
27. Continuing to provide advanced treatments 
to dying patients because of financial 
benefits to hospital 
3.29 1.744 15 
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4. Family requesting life saving measures 
contrary to patient’s wishes  
3.19 1.17 16 
6. Family members not having private place to 
grieve at patient’s bedside 
3.15 1.233 17 
1. Family continually calls nurse for update 
rather than the designated contact person 
3.14 0.91 18 
2. Family not understanding the term “life-
saving measures” and its implications 
3.13 1.18 19 
22. Nurse called away from patient and family to 
perform other duties 
3.11 1.691 20 
8. Family not with the patient when he/she is 
dying 
3.08 1.659 21 
28. Patient’s treatments continue, although 
painful or uncomfortable 
3.01 1.579 22 
10. Family grieving time limited to 
accommodate new admissions 
2.95 1.509 23 
15. Physicians evasive and avoid family 2.9 1.356 24 
7. Family legal action is a threat, thus patient 
intensive care continues despite poor 
prognosis 
2.65 1.519 25 
25. Nurse knowing poor prognosis before family 2.58 1.183 26 
12. Family not having a support person e.g., 
social worker or religious leader 
2.43 1.727 27 
19. Nurse having to deal with angry family 
members 
2.4 1.68 28 
11. Family visiting hours is  too restrictive 1.85 1.685 29 
  
 
   
The least obstacle items perceived by the participant with mean score of below 
2.5 were; (1) family visiting hours being too restrictive (M = 1.85, SD = 1.685), 
(2) nurse having to deal with angry family members (M = 2.4, SD = 1.68), and 
(3) family not having a support person e.g., social worker or religious leader (M 
= 2.43, SD = 1.727).  
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4.1.3 Differences in perceived supportive behaviors and perceived 
obstacles score between demographic variables: 
Table 4 presents the total mean score differences between the demographic 
characteristics of participants perceived supportive behavior and obstacle 
scores.  
Table 4: Differences in the perceived supportive behavior and obstacles 
between/among demographic variables 
Participants 
Demographic Data 
n (%) Supportive behaviors Obstacles 
Mean (SD*) Test & 
Significance 
Mean (SD) Test & 
Significance 
Gender   
 
t = 0.33 
pa = 0.74 
 
 
t = -2.49 
pa = 0.01* 
Male  23 (28.7) 75.88 (10.7) 86.04 (19.6) 
Female  57 (71.3) 76.74 (09.0) 97.24 (14.0) 
Age   
 
t = 0.04 
pa = 0.96 
 
 
t = 6.22 
pa = 0.00*** 
≤ 25 32 (40.0) 76.19 (09.7) 104.62(8.08) 
> 25 48 (60.0) 76.80 (10.9) 86.95(16.98) 





t = 0.15 




t = 4.29 
pa = 0.00*** 
0 – 5 Years 58 (72.5) 76.02 (10.5) 98.44(13.63) 
> 5 Years 22 (27.5) 76.40 (10.4) 82.36(18.06) 





t = 0.15 




t = 5.47 
pa = 0.00*** 
0 – 10 Patients 59 (73.8) 76.3 (10.1) 100.06(10.8) 
> 10 Patients 21 (26.2) 75.5 (11.3) 77.04(18.17) 
Education   
t = 0.74 
pa = 0.40 
 
t = -1.19 
pa = 0.15 
Diploma 37 (46.3) 77.05 (11.7) 91.64(15.83) 
Degree and above 43 (53.8) 75.33 (09.2) 96.09(17.01) 
*SD refers to Standard Deviation 
a Independent t-test for two samples 
Significant at *p<0.05, **p<0.01, ***p<0.001   
The results showed that there were no statistical significant differences in 
supportive behavior score between the demographic characteristics, which 
included gender, age, years of experience, number of dying patients handled and 
level of education. However, the results showed that there was a significant 
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statistical difference in the overall mean obstacle score (p=.01) between male 
and female participants. The mean score of the obstacle scale perceived by 
female participants (mean = 97.24, SD = 14.0) was found to be higher than the 
mean score of the obstacle scale perceived by male participants (mean = 86.04, 
SD = 19.6). There was a significant statistical difference in the overall mean 
obstacle score noted among the age group of the participants (p=.01). The 
participants who had below or equal to 25 years of age (mean= 104.62, SD = 
8.08) had higher obstacles score as compared with participants who were above 
25 years of age (mean = 86.95, SD=16.98).  
The years of experience in the intensive care unit among the participants also 
showed a significant difference in the overall mean obstacle score (p=0.01). The 
participant who had less than or equal to five years of experience in the intensive 
care unit (mean= 98.44, SD = 13.63) had a higher perceived obstacles score as 
compared with participants who had more than 5 years of experience (mean = 
82.36, SD=18.06). In addition, there was a significant statistical difference in 
the overall mean perceived obstacle score between the number of patients 
handled in ICU (p=.01). The participants who had handled more than 10 dying 
patients (mean=77.04 SD=18.17) perceived less obstacles score than the group 
who had handled less than 10 number of dying patients (mean =100.06, SD 
10.8). It was also noted that there was no significant statistical difference in the 
overall mean score of obstacle perceived by diploma and degree holders (p= 
0.15). 
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4.1.4 Relationship between outcome variables (Perceived supportive 
behaviors and obstacles) and demographic characteristics 
Table 5 shows the relationship among the perceived supportive behavior, 
perceived obstacles, and demographic characteristics of the participants.  
Table 5: Correlations between outcome variables and demographic 
variables 
 
Supportive Score Obstacle Score 
Age - 0.05 - 0.527*** 
Years of Experience 0.017 - 0.437*** 
Number of patients handled - 0.032 - 0.617*** 
Supportive Scale 1 0.109 
Obstacle Scale 0.109 1 
Significant at *p<0.05, **p<0.01, ***p<0.001 
 
Looking at the relationships between the perceived obstacles and demographic 
variables, age (r= -.527 p= 0.01), years of experience (r= -.437 p= 0.00) and 
number of dying patients handled (r= -.617, p= 0.00) were found to have 
negative correlations with the obstacle scale, meaning that as one variable 
increases, the other variable decreases. The supportive behavior and the 
demographic characteristics of the participant showed no significant 




This section has presented the findings from the quantitative data analysis done 
to find key supportive behaviors and obstacles perceived by participants on end 
of life care perceived by the nurses working in intensive care units. Descriptive 
and correlation analysis was carried out by using the SPSS statistics software. 
Our findings from the descriptive analysis helped to find the most helpful 
supportive behaviors perceived by nurses. They were: nurses offering words of 
support to each other, staff compiling all paper work to be signed by the family 
before they leave the unit, and nurses scheduled in a manner so that patients 
received continuity of care. Statistical analysis supported that the greatest 
perceived obstacles to quality end of life care were: nurse’s opinion about 
patient’s care not valued, nurse too busy offering life saving measures to provide 
quality end of life care. 
While analysing the correlation between the obstacle scale and demographic 
variables, it was noted that the age group, years of experience and number of 
dying patients a nurse had handled had a negative statistical correlation with 
obstacle scale. 
4.2 Qualitative data analysis: 
This section presents the findings of the descriptive qualitative study, which 
aims to explore the perceptions of nurses on end of life care further.  
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4.2.1 Demographics characteristics 
The table 6 presents the demographic data of the participants. There were total 
of 14 participants in the study. Majority of the participants were female 57.14% 
(n=8) and 42.85% (n=6) were male. 
Table 6: Characteristics of the participants (n=14) 
Demographic Frequency (%) 
Gender  
 Female 8(57.2) 
 Male 6(42.8) 
Age  
 < 25 years 2(14.3) 
 ≥ 25 years 12(85.7) 
Years of experience in ICU  
 < 5 years 11(78.5) 
 Between 6 to 10 years 1(6.6) 
 > 11 years 2(7.1) 
Staff position  
 
 Staff nurse 12(85.7) 
 ICU in charge 2(4.87) 
No of dying patients handled  
 ≤ 10 patients 10(71.4) 
 Between 11 to 20 patients 4(28.6) 
Highest education achieved  
 Diploma 2(14.2) 
 University degree and above 12(85.8) 
Ethnicity  
 Indian 14(100) 
Country where education received  
 India 14(100) 
The average age of the participants was 26.9 years old. Most of the participants 
were more than 25 years (85.7%, n=12). 14.3% of these participants were below 
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25 years of age (n=2). The majority of the participants (n=10) had handled less 
than 10 dying patients. There were 11 participants noted to have less than 5 
years of experience. Other than two in-charge nurses, the rest of the participants 
were staff nurses. All of the participants received their education in India and 
were ethnically Indian. 
4.2.2 Findings 
Through the process of thematic analysis, five themes were emerged: dying with 
dignity, mental reaction, support system, rewarding, and obstacles. Table 7 
presents the themes and subthemes as results of the qualitative study. The 
interviews with the participants were audio recorded and later transcribed into 
verbatim. Each theme and subtheme that emerged through the analysis will be 
explained in detail, and supported with relevant quotes extracted from the 
transcripts. The inclusion of quotes from the verbatim is thought to help provide 
a connection between the data, interpretation and findings, (Beck, 1993; 
Greenhalgh & Taylor, 1997; Spencer et al., 2003). References to the quotes by 
the participants are mentioned by line and participant number as per 
corresponding transcripts. The quotes are presented as best possible as they 
were recorded, with minimum edits to the language used to retain the original 
meaning intended by the participant, as well as to maintain the unique 




Table 7: Themes and sub-themes of the study 
Objective Themes Subthemes 
To explore nurses’ 
perceptions of End of 
Life care 
 
Theme 1:  
Dying with Dignity 
 Peaceful Death 
 Wish of the Patient 
 Care of the Patient 
Theme 2: 
Mental Reaction 
 Feelings of Nurses 





 Sharing the feelings 
 Involving in other 
activities 
 Support Service 
 Need for Education 
Theme 4: 
Rewarding 
 Good Memories to Family 
members 





 Lack of Staff 
 Lack of understanding by 
Family members 
4.2.2.1 Theme 1: Dying with Dignity 
Most of the participants wanted their patients to die in respectful manner, and 
that could be achieved through providing adequate care for the patient at the end 
stage of his life, freeing the patient from pain, and by fulfilling the wishes of the 
patient. These indicated participants’ accountability to the dying patient and 
their family members. 
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 Sub-theme 1: Peaceful death: 
The interviews revealed that several participants placed a large importance to a 
peaceful death. The participants indicated that a peaceful death was an 
important aspect in the end stage. Most of the participants wanted the patients, 
especially the geriatric patient, to be free from pain and to be with his or her 
family members at the end stage of his or her life. 
“If we know that the patient is going to die already, we should provide 
a peaceful death to the patient like giving him painkillers and (pause) 
emotional support…” (P7, L 14) 
 
“I would like and expect the patient to have a peaceful death such as to 
be free from everything and not to have intubation.” (P9, L59) 
 
“A patient came to us with Ca [cancer] of the tongue and had a naso-
gastric tube for feeding. He vomited blood, and at that time doctor said 
that we had no need to resuscitate. We were also told no need to 
resuscitate, as if we did resuscitate, also nothing will happen” (P3, L 
21) 
 Sub-theme 2: Wish of the patient: 
Several participants mentioned that every nurse should be ready to learn the 
needs/wishes of the patient and be willing to fulfill the wishes of the patient. 
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They felt that understanding the patient’s wishes and fulfilling the needs of the 
patients was part of the end of life care.  
“We should talk to the patient freely; we should know what the patient 
is thinking of at their end of life or death. They have some idea or they 
might be thinking of their death or having wishes on their death bed, so 
we should talk to them and learn about their wishes, and if they want to 
go home and be with the family members, they should convey it to the 
physician and seniors, then we should discharge that patient.” (P7, L25) 
 
“Some of the patients feel that the soul should rest in peace in their 
homes and the patient will be discharged against AMA (Against Medical 
Advice)” (P8, L77) 
 
“I will provide maximum psychological support if I know that he is 
going to die within few hours. I will tell him if you need anything, I will 
try to do it. If they are telling that, “I am willing to donate organ.” I will 
help them in that.” (P 13, L52) 
 Sub-theme 3: Care for the patient: 
Caring is the art of nursing, and it is challenging as the patient approaches the 
end of his or her life. Care is not only physical, but it includes communication, 
interaction, and rapport with the patient and family members. This was 
highlighted by some of the participants.  
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“We will care most and concentrate on the patient and we will be more 
sympathetic, we will provide nasogastric tube feeding, eye care, and foot 
care, sponging including covering the patient with cloth. We will do 
everything.” (P1, L82). 
 
“At the patient’s end stage of life, we are providing (pause ummm) 
sponging, back care, positioning, supportive care, psychological 
support, and at times, we will be giving permission for the family 
members and allow them to talk with the patient.” (P2, L31) 
 
“We will observe the patient. Some patients will ask for water before 
death, and we will provide it.” (P10, L87) 
4.2.2.2 Theme 2: Mental Reaction 
The participants shared that they had mixed feelings towards the patient and 
themselves while handling the dying patients and their family members. When 
there was bonding with the patient and especially so when the dying patient was 
young, several participants mentioned that they would go through tremendous 
stress. 
 Sub-theme 1: Feelings of nurses: 
Most of the participants expressed that handling young dying patients was more 
painful as compared to handling aged dying patients. They used the words like 
painful, sad feeling, feel like crying, which indicated that a strong attachment 
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with the dying patient. One of the participants stated that she would not 
outwardly show her emotions. Some of them stated that if impending death of 
the patient were already known, they would prepare themselves mentally.  
“It’s so terrible a situation, because, the young patient is also young like 
us. Therefore, at that time, the death of the young patient is so hard to 
hear and see.” (P1, L23) 
 
“It’s a painful thing (pause) and no words can express.”  (P5, L20) 
 
“A man met with Road traffic accident and he was brought to the 
hospital brain dead. He had lost a lot of blood through his head injury 
and had brain death. Suddenly I fainted when I saw him in a pool of 
blood and his wife was crying. We were not able to do anything to save 
his life. He had two children; we cannot do anything at that 
situation.”(P5 L31) 
 
“We felt many emotions.  I felt that I wanted to cry inside the room.” 
(P6, L40) 
 
“If the dying patient is at young age, we will feel very bad. If the patient 
is at old age, we will not feel that bad because their life is over, we will 
take it like that. If it’s a young patient, the family members are depending 
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on the patient, they will also feel sad, because he died at this young age.” 
(P8, L14) 
 Sub-theme 2: Feelings towards the patients: 
Most of the participant stated that they would have sympathy towards the 
patient. However, few of them stated that they would be emotionally detached 
or have no feeling for the dying patient because it affected their personal lives. 
 “If these conditions occurred to us, “what we will do,” our feelings will 
be like that.” (P1, L3) 
 
“We will feel that if the patient lived for some more years, he can settle 
his family and handle the family members, he left the family members, 
and died like that we will feel bad surely.” (P8, L27) 
 
“I will start to think that if this situation happens to me, who would be 
there to take care of my child? I will put myself in that situation.” (P8, 
L44) 
Three of the participants said that there was lack of emotion or emotional 
detachment or no feeling for the dying patient because it affected their personal 
lives. 




“Initially I was taking everything into my mind but now I have started 
to be emotionally detachment from the patient.” (P7, L109) 
 
“I will give more care in an effective manner without feeling any 
emotion.” (P 10, L26) 
 Sub-theme 3: Stress: 
Stress was common among the participants who were handling the death and 
dying patients in this study. A few of the participants pointed out that their work 
performance was getting affected due to stress and they were not able to 
concentrate on their work. 
“I will feel too stressed. We are too not excepting such a situation, we 
are expecting something that we can help the patient be alive by giving 
medication, but if the patient died suddenly, it is so shocking. We 
provided care, but what happened? Suddenly some sort of question and 
feeling stressed will be coming.” (P1, L 91) 
 
“We can keep the patient alive but if sudden death occurs it causes 
emotional disturbance, we are tensed.” (P3, L34). 
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4.2.2.3 Theme 3: Supporting System 
This theme mainly covers the perceptions noted of the supportive behaviors of 
the participants to overcome negative emotions such as sharing of feelings, 
being involved in other activities and sharing the needs of education on end of 
life care. 
 Subtheme 1: Sharing the feelings 
Most of the participants highlighted that sharing their feelings with their 
colleagues in formal or informal ways helped them to overcome their stress. 
Some of the participants mentioned that they would share their feelings with 
friends and family members. Some participants said that they would share their 
feelings with the physician and they would sometimes guide in care aspects. 
One of the participants shared that offering support to the family members of 
dying patient helped her to relive the stress. 
“To cope with stress, we slowly inform the shift in charge and friends 
nearby. We will share our emotions and feelings as much as possible to 
find someone who will understand our feelings. We will share our 
feelings with who can understand or even console, and if still not able 
to cope, I will share my feelings with my mom and dad and they will 
console me.” (P1, L 100) 
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“They will tell their experience to us. The senior will share their 
experience and they will guide us in providing care. They will say we 
have tried our level best we can’t do more than that.” (P3, L100) 
 
“After coming back to my room, I will share my experience to my 
colleagues and share with juniors because they also helped for the 
procedure and in future it will help them overcome their feelings.” (P6, 
L75) 
 
“Leave it. We are taking care of so many patients na, one patient died 
na, leave it, there are other patients we need to take care of them.” (P3, 
L 65) 
 Subtheme 2: Being involved with other activities 
A few of the participants stated that they would forget about the dying patients 
they handled when the bed was occupied by another patient. However, a few 
participants stated that they would be involve themselves in other activities like 
drawing, signing, and listening to the songs. 
“I do extracurricular activities like hearing songs, singing, and 
drawing. Like that, I will overcome with my stress.” (P6, L 78) 
 
“Feeling alone, hearing songs, and sharing with the friends.” (P12 L 
60) 
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“I will be changing my activities in day to day life and if I am thinking 
continuously about that thing (the death), I will not able to carry out my 
duties and I will be changing my  activities  and doing some therapeutic 
activity like chatting  and going outside of ICU.”(P13, L38) 
 
“Little bit of work or small works in the ICU. I will be doing things like 
checking medication.” (P 4 L41) 
 Subtheme 3: Support service 
Most of the participants stated that it would be easy for the participants to carry 
out their work if there was someone to take care of or support the dying patient’s 
family members. Some of the participants stated that they would be able to 
provide psychological support to the family members and help in decision-
making  
“Like psychologist or counsellor, social worker that will be easy to 
encourage and to deal with the family members and it will be easy to 
communicate” (P1, L251) 
 
“We will explain the condition and provide psychological and emotional 





 Subtheme 4: Need for Education 
Most of the participants said that they were educated or had learnt about end of 
life during their college days or though by their clinical instructor. They 
highlighted that post-graduation, they did not have proper education related to 
end of life care. They had mainly learnt from their seniors after handling a few 
cases or through experience. Hence, a few of the participants suggested 
refresher training or education on end of life care.  
“Procedure wise we need to improve, knowledge wise we need guidance 
and go for CNE (Continuing Nursing Education) programs.” (P6, L 
140) 
 
“We need a practical class to learn to care for patient. And update them 
regarding the end of life care.” (P7, L124) 
 
“There should be continuous education, refreshment, and 
reinforcement. They should know the basics and it should be refreshed 
often. Continuous education should be there.” (P8, L122) 
4.2.2.4 Theme 4: Rewarding 
Most of the participants said that providing end of life care was painful. 
However, they were ready to take care of the dying patient, and were grateful 
for the appreciation from family members of the patients.  
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 Subtheme 1: Good memories for family members 
Most of the participants stated that providing good memories to the patients and 
family members resulted in personal satisfaction. 
“Special arrangements will be made for them. For example, the visiting 
time is 4 o’clock and that means that we have to get special permission 
from the nurse in charge or higher authorities or from seniors, to allow 
the family members to stay for some more time, because it’s the last final 
time to see the patient.”(P1, L55) 
 
“We will allow them to practice their rituals like praying to GOD, 
praying, signing devotional songs, and if they are Christian, the pastors 
will come and pray, If its Hindu we will allow it, but if they are Christian, 
we won’t allow… nothing like that, we nurse patients without any 
differentiation, we will allow all of them to pray on their own way and 
without the difference of rich and poor.” (P8, L61) 
 
“If the patient will be alive for the next 2 or 3 hours and the family 
members are willing to take the patient to home to die at home, I will be 
satisfied. If the patient collapsed within the hospital na, we will 




 Family members showing their gratitude 
Few participants mentioned that many of the family members of the patients 
had shown their gratitude, which encouraged them to continue to care for the 
patients in an effective manner.  
“I remember still one lady said thank you for all the treatment and you 
have tried your best, but her body has not accepted anything. You also 
tried your best what to do.” (P1, L 238) 
 
“Many of the family members had shown their gratitude like saying 
thanks & they understand that we have given care. Those times we felt 
happy.” (P6, L149) 
 
“The patient was on the ventilator for 10 days and he died. They said 
thank you for taking care of patient for these many days.” (P12, L153) 
 
“I felt very happy. I started to like this job more. It provides a job 
satisfaction. Yes. I love to do this job. I don’t care whoever scolds me 
(laugh).” (P 12, L158) 
4.2.2.5 Theme 5: Obstacles 
There were many obstacles experienced by the nurses and these varied on the 
nurse’s level of experience. Obstacles stated by participants were mostly related 
to the physicians and family members of the patients.  
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 Subtheme 1: Autonomy 
Autonomy is the one of the difficulties faced by the participant. Most of the 
participants expressed that they followed the physician’s orders. One 
participant mentioned that the physician were not ready to hear the nurses’ 
take on end of life care, because they wanted the nurses to merely carry out 
orders. Even a few of the experienced participants also felt that they did not 
have an authority to communicate or suggest anything to the physician. 
They also highlighted that physicians were also not ready to accept the 
nurse’s opinion.  
“When we become seniors we will also have time to talk and how to get 
along with the physician, because they have experience and they know 
how to interact with physician because of experience.” (P 1, L199) 
 
“When we tell the physician about what we feel and he is not accepting 
it, we will get angry.” (P12, L 134)  
 
“I am the person who deals with the patients and relatives like this, “just 
do what I am saying,” These are the words said by the physician when 
we bring up or suggest anything to the physician, - and just do what I 
say.  Rarely, just few doctors are accepting staff nurse words, opinions 




“Yes, we are with the patient, but they are physicians, just coming and 
visiting the patient for 10 minutes.” (P 12, L142) 
 Subtheme 2: Lack of staff 
Another barrier highlighted by some of participants was the lack of staff and the 
lack of experience, which ultimately affects the quality of care. One participant 
mentioned that they were not able to concentrate on dying patients due to an 
inadequacy of staff.  The lack of staff ultimately increases workload and 
decreases the quality of care. 
“Totally 7 or 8 patients are there. We were not able to take care of other 
patients also.” (P3, L26) 
 
“In Indian setting, there is a lack of staff in ICU and if I am senior; I 
need to take of other patients also. We do not have sufficient time to 
concentrate on dying patients.” (P6, L116) 
 
“However, there is not enough senior staff. In ICU, everyone should be 
an experienced senior staff. For example if there is any variation in 
heart rate and ECG everyone should know, because, the juniors are not 




 Subtheme 3: Lack of understanding of family members 
Most of the participants stated that they found it difficult to handle family 
members. This was mainly due to lack of understanding family members had 
about the situation. One participant stated that handling the patient was difficult 
because of depression and anger the family had in the last stage of the patient’s 
life.  
“Family members will say, “Patient is dying, what are they are doing 
inside.” (P1, L73) 
 
“They ask so many questions I was not able to explain initially, but now 
I am able to manage.” (P4, L61) 
 
“I remember a case of a patient admitting with dengue fever, and he 
recovered from dengue fever and was send to a general ward but 
unfortunately he went into cardiac arrest, and the family members were 
not ready to accept and to understand the reality. They started to blame 
nurses and say things like; it is your fault my brother died like that.” 
(P7, L54) 
 
“In some cases, if we are explaining the situation to the family members 
they will not ready to accept and they will ask us to save the life of the 
patient.” (P8, L80) 
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“When patient is in depressed mood, not cooperating and the family 
members will be crying about the patient situation. I will be discussing 
with family members about the patient’s condition.” (P 12, L74) 
 
“Nowadays, the young patients are dying. The physician is telling the 
family that your son is going to die. They will not accept and because 
the patient is of young age, they will say my son is alive and they are not 
ready to accept. They will be shouting.” (P 13, L86) 
4.2.3 Summary 
This section presents the findings of a descriptive qualitative study. The study 
aims to gain an in-depth knowledge of the perceptions of nurses on end of life 
care. Data was collected using semi-structured interviews with 15 staff nurses 
and analyzed by using the five-step thematic analysis method. From the 
thematic analysis, five themes were identified and each of them was explained. 
They were: dying with dignity, mental reaction, support system, rewarding, and 
obstacles. In conclusion, this chapter described the study’s results of both 
quantitative and qualitative study design.  The discussions of the results will be 





Chapter 5 Discussion 
The current study sets out to discover the insight of nurses working on end of 
life care in critical care units in India. This chapter will discuss the findings from 
the current study in relation to the current literature available.  
In this chapter, the major findings noted from the quantitative and qualitative 
studies are organized and discussed as following: participant’s demographic 
characteristics; perceived supportive behaviors and obstacles; the differences of 
ICU nurse’s characteristics on perceived supportive behaviors and obstacles; 
relationships among supportive behaviors, obstacles, age, years of experience, 
number of patients handled, and nurses perceptions on end of life care in critical 
care units. Furthermore, this chapter will include a discussion of the 
implications of the research findings, strength, and limitations of the study and 
recommendations for the future study.  
5.1 Participant’s demographic characteristics 
As previously stated, this research is a partial replication of a study conducted 
by Beckstrand and Krichhoff in 2005. Hence, this section presents the 
similarities and differences that are noted in the demographics profiles of the 
nurses in this study against the original study. The study by Beckstrand and 
Krichhoff (2005) returned 864 completed questionnaires, representing a 
response rate of 61.3%. This present study however, had a response rate of 80% 
(n=80), and a smaller sample size with a different population. The previous 
study was conducted in the United States of America, and a large proportion of 
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participants were noted from different parts of that country. However, all the 
nurses in the present study were Indians and received their education only from 
India. Therefore, direct comparisons could not be made although the previous 
study was used as reference.  
A majority of nurses in this study were female (71.3%, n=57) with 28.7% being 
male (n=23) while 92.4% of the participants from the original study were 
female. This indicates that a large number of perceptions captured in the 
previous study came from female nurses. The age of the nurses in the current 
study ranged from 23-47 years with the mean age of 27.4 years, and that pointed 
towards the fact that most of the nurses were newly settling in their career. The 
age range of the previous study was (27-73 years) and mean age (44.2 years) 
were noted to be very different from the current study. This explains that 
previous study captured the perceptions mainly from the middle-aged nurses 
who were well settled in their career. Most of the nurses in the current study 
were ICU staff nurses (n=76, 95%) and the rest are ICU-in charge (n=4, 5%). 
In the previous study, the nurses were recruited as staff nurses (52.4%), charge 
nurses (37.6%), specialised as clinical nurse (4.6%), or other (5.4%). 
The majority of the nurses in this study were noted to have handled less than 10 
dying patients in the last 6 months. However, only 4% of the nurses from the 
previous study were noted to have handled less than 10 dying patients. 
However, the previous study had considered total number of dying patients 
handled during their entire career, whereas current study limited to capture the 
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number of dying patients handled only in the last 6 months. The largest section 
of the nurses in this study was found to have an experience of 5 years or below 
in ICU, representing 72.5% (n=58) of the sample. The remaining 27.5% (n=22) 
of the nurses were noted to have an experience of above 5 years in ICU. 
However, mean of working experience of the nurses in the previous study was 
noted to be 15.4 years. Again, this indicates that previous study had large 
portion of most experienced nurses. 
It is noted that academic qualifications of the nurses in the current study were 
equally distributed. Nurses in the current study held only either degree or 
diploma. However, 52% of the nurses in the previous study noted to have 
bachelor’s degrees and some of the other nurses had specialized training in the 
critical care units. 
5.2 Perceived supportive behaviors and obstacles 
This section will discuss the major and lesser supportive behaviors as well as 
obstacles perceived by the nurses from the quantitative study conducted.  
5.2.1 Perceived supportive behaviors 
The perceived supportive behaviors facilitated the nurses in taking good care of 
the dying patients in critical care units. In this study, most of the behaviors with 
the highest mean scores that were being perceived as very supportive, were 
usually the behaviors that could be controlled by nurses. Furthermore, the 
major/top ranked supportive behaviors perceived by nurses are mostly the 
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supports that are provided by other staff members, which are again under the 
control of nurses. 
The major supportive behaviors reported by the nurses in this study are as 
follows: nurses are offering support words to each other; other staffs are helping 
the nurses with paper work that was to be signed by the family members of 
dying patient before they leave the unit. These findings are well in accordance 
with many of the previous studies (Attia, Abd-Elaziz, & Kandeel, 2013; Badger, 
2001; Beckstrand & Kirchhoff, 2005; Gross, 2006). The top ranked finding 
(nurses are offering support words to each other) indicates that it is easy for the 
nurses to share their experiences with their colleagues since they are in better 
position to understand the situation and available nearby to provide supportive 
words. Furthermore, the similar finding is noted from the qualitative study done, 
whereby most of the nurses highlighted that they wanted to share their feelings 
with their colleague either in formal or informal way that helped to overcome 
their stress (Sub theme: sharing of feelings). This is further substantiated by 
Badger (2001) who recommended that the nurses to follow self-coping 
strategies such as sharing the experience with colleagues (other staff nurses), 
having a short break, and reflecting on one’s own feeling after the event.  
Another major supportive behavior is noted to be after the death of the patient; 
getting support from other staff nurses in compiling all necessary paper work 
that has to be completed and signed by family members before departing from 
the intensive care unit. Gross (2006) as well rated this item as one of the top 10 
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supportive behaviors in providing end of life care. The following maybe the 
potential reasons for the nurses choosing this as very supportive behavior: 
Delegating the clerical work to other staff nurses may offer time for the nurse 
to provide emotional support to the family members of the demised patient. 
Moreover, this might further help the nurses to cope up themselves, as they 
might not be able to carry out the work properly when they are in stressful 
situation due to the death of the patient. In addition, the nurses might be busy 
providing care to other patients so help from colleagues may be perceived as 
helpful behavior in providing end of life care.  
The least supportive behaviors reported by the nurses in this study are as 
follows; nurses talking to the dying patient about his or her feeling about death, 
and having an unlicensed person to care for dying patient. With regards to the 
least supportive behavior of nurses talking to the dying patient about his or her 
feeling about death,  critical care nurses might not be comfortable talking about 
death because: (1) they are in the life saving profession, (2) they may have 
contradicting emotions in talking with the patient about dying, (3) they might 
not be confident or untrained as to how to initiate talk with the dying patient 
regarding the death and dying, (4) they might not be aware of the importance of 
talking to the dying patient about his feelings of death and dying. This finding 
is similar with other studies (Araujo & Silva, 2004; Lee, Choi, Kim, & Kim, 
2013). Further, Araujo and Silva (2004) stated that nurses need education and 
psychological support to identify and meet the psychological and existential 
needs of dying patients.  
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Another least supportive behavior perceived by nurses in this study is that 
having unlicensed person to care for the dying patient. This is maybe, the nurses 
are unsatisfied with the care provided by unlicensed personnel as they are not 
trained on end of life care, and further nurses want to have control over the 
situation to understand and provide better care to the patients. This finding is 
congruent with the findings from other studies (Beckstrand & Krichhoff, 2005; 
Lee et al., 2013). Moreover, supportive behaviors controlled by organisation 
were noted to have lower scores mainly since these behaviors are perceived to 
occur less frequently than the behaviors controlled by nurses.  
In summary, most of the supportive behaviors with highest mean scores noted 
to have control in nurses. It explains that it is easy for the nurses to share their 
feelings, experiences, and workload since they could understand the situation, 
and are available in proximity during the difficult situation while providing care. 
The supportive behaviors controlled by family members and physicians found 
to have moderate scores, whereas supportive behaviors controlled by 
organization had lower scores than others.   
5.2.2 Perceived obstacles 
The mean scores for the perceived obstacles are noted to have almost same 
range as in the previous main study. It indicates that the deficiencies in end of 
life care are still exist or getting worse because the nurses are conscious or aware 
about the obstacles in end of life care.   
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The biggest obstacle reported by the nurses in the study is that the opinions of 
nurses are not being valued by physician. This indicates that most of the nurses 
in this study have a perception that their views or opinions related to caring of 
the dying patients are not being valued. The finding is in alignment with 
previous studies (Benbenishty et al., 2006; Ferrand et al., 2003; Ho, English, & 
Bell, 2005). These previous studies further stated that most of the time the 
nurses were not allowed to express their viewpoint to physician or family 
because it was presumed that it would lead to conflict among the team members. 
Medical dominance is common phenomenon in Asian culture in which 
physicians won’t allow to express or hear through the view point of nurses (Yu 
& Chan, 2010). This may be due to the fact that physicians are responsible for 
all the consequences, which making them to have more control over the 
situation. However, nurses are supposed to be involved in the decision-making 
or discussion since they have been with the patients most of the time and they 
might know some key information related to patient’s health or wishes that also 
to be discussed. Moreover, keeping the nurses in the discussion would help to 
improve the communication channels among the nurses, physicians, and family 
members. Furthermore, nurses’ feeling over the autonomous, might affect the 
quality of the care given to the patients. However, in contrast, Festic et al. (2010) 
reported that physician often values the nurse’s opinion on end of life decision 
making. This is mainly because of the differences with the hospital settings 
(guidelines) and country where the studies were done. 
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Another major obstacle noted from the results is that nurses are too busy in 
offering the life saving measures. This means that the nurses spend most of the 
time in providing life saving measures to the dying patient, ultimately not 
having an adequate time to provide quality end of life care. The reason may be 
due to difference in education model, the medical profession is concentrating 
on curative model, and nursing profession is concentrating on care and comfort 
model. Furthermore, in India where medical dominance is common, nurses act 
based on the orders given by physicians that focus on life saving measures. This 
ultimately leads to the nurses in concentrating on life saving measures. Crump, 
Schaffer and Schulte (2010) stated similar findings in their study. 
The very least obstacle reported is that nurses have to deal with angry family 
members. A potential rationale for nurses not seeing this as an obstacle could 
be that physicians in India hold the authority with regarding’s to dealing with 
the family members a large portion of time during the critical situations. This 
finding is contradicting with the findings noted in the study conducted by 
(Beckstrand & Krichhoff, 2005), whereby this was rated as top ranking obstacle. 
Potential explanation to this is that the previous was conducted in western 
country with different set of nurses, whereby culture and guidelines are different 
from the Indian settings.  
Another least obstacle perceived is that family visiting hours are too restrictive. 
In India settings, the family visiting hours are normally liberal at the end of life 
care. The nurses in this study feel that allowing the family members often to 
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visit the dying patients would not act as an obstacle in providing the end of life 
care. This finding is similar with the other studies (Attia, Abd-Elaziz & Kandeel, 
2013; Beckstrand & Krichhoff 2005; Gross 2006). 
To summarize, mean range of the obstacle items in this study are noted to be 
well in accordance with the previous main study (Attia, Abd-Elaziz, & Kandeel, 
2013; Beckstrand & Krichhoff 2005; Gross 2006), which indicates that there is 
a serious deficiency in the end of life care still continues to exist. Major 
obstacles reported by the nurses in this study fall within the following; the 
nurse’s opinions are not being valued due to the medical dominance by 
physicians in Indian settings and nurses are having an inadequate time to 
provide quality end of life care as they are occupied with activities that are trying 
to save the patient's life. 
5.3 Differences of ICU nurse’s characteristics on perceived 
supportive behaviors and obstacles 
Supportive behavior: The current study findings have revealed that there are 
no significant differences in the perceived supportive behaviors score between 
the demographic characteristics of the nurses such as age, gender, education, 
year of experience and number of dying patients handled. This finding is in line 
with the findings noted in the previous studies conducted (Attia et al., 2013). A 
potential explanation to this is that all the nurses perceived the supportive 
behaviors highly that are under the control of nurses as it is highly available and 
more reliable than other supportive behaviors that do not happen often in Indian 
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settings. However, a larger sample with different group of demographic 
characteristics should perhaps be further considered in future studies to evaluate 
the impact of demographic profiles on the supportive behaviors.  
Obstacles: There are significant differences noted in the perceived obstacle 
score between the demographic characteristics of the nurses (age, experience, 
and number of dying patient handled). The nurses who had 25 years of age or 
below perceived more obstacles than the nurses who had above 25 years of age. 
In India, older nurses are more comfortable in dealing with patients and family 
members on end of life care as compared with younger nurses. A potential 
explanation to this is that age is associated with development and maturity level; 
therefore, older nurses are more adept in the situation. It is also a fact that the 
individual maturity level increases with age and people are more emotionally 
stable (Erickson, 1993).  
Similarly, the group of nurses who had below or equal to 5 years of experience 
perceived more obstacles than the nurses who had above 5 years of experience. 
In addition, the nurses in this study who had handled more than 10 dying 
patients perceived fewer obstacles than the group who had handled more than 
10 dying patients. This is mainly because nursing students are exposed to dying 
patients only very briefly during their study period in India, but as they care for 
more dying patients they gain more experience and learn the ways to deal with 
the obstacles. Nurses are more aware of their own emotions with increased 
exposure to the death and the dying (Weigel et al., 2007). As the nurses, need 
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special knowledge to handle dying patients, it points out the importance of 
having training program in the hospital settings before taking up the nurse’s role 
to handle the dying patients, which might help the nurses to change their 
attitudes toward caring for death and dying patients. Moreover, special courses 
maybe included in the nursing curriculum in India to cover the end of life caring 
in detail, which might also help the nurses to improve their knowledge and to 
help to handle the obstacles better during job.  
To summarize, there are no significant differences noted in the perceived 
supportive behaviors score between the demographic characteristics of the 
nurses such as age, gender, education, year of experience and number of dying 
patient handled. However, there are significant differences noted in the 
perceived obstacle score between the demographic characteristics of the 
participants (age, experience, and number of dying patient handled). Young 
nurses with less experience and with less number of patients handled, perceived 
to have more obstacles than old nurses with more experience.  
5.4 Relationships among perceived supportive behaviors, 
perceived obstacles, age, years of experience, and number 
of dying patient handled: 
It is noted from this study findings that there are no significant relationships 
found between the supportive behavior scale and demographic characteristics 
of the nurses. This is consistent with the study by Attia et al. (2013), which 
illustrated that there are no significant associations between the levels of 
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supportive behaviors in providing end of life care and the nurse’s 
characteristics. However, study by Banazadeh (2015) showed that the number 
of dying children cared was positively correlated with total score of perceived 
supportive behavior. This is mainly because this study was conducted in 
pediatric ICU’s in western countries.  
However, the demographic variables of nurses (age, years of experience and 
number of dying patients handled) are found to have statistically significant 
negative correlation with the total perceive obstacles score. It means that 
obstacle level decreases as the age or years of experience or number of dying 
patients handled rises. This explains why aged nurses with more experience in 
terms of years and number of dying patients handled perceive to have fewer 
obstacles. A notable knowledge difference can be seen when comparing to a 
senior nurse who has worked several years in end of life care with a junior nurse 
who just has started to work on end of life care. When it comes to a junior nurse 
or less experienced nurse, they find it difficult to meet the psychological needs 
and grief support of the family members (Yang & McIlfatrick, 2001; Stayt, 
2009). Yang and McIlfatrick (2001) stated that more guilt and fear while 
handling the dying patient was found in nurses who were less experienced. 
Next, nurses in India learn about end of life care through handling the dying 
patients and by observing the other staff members. This is further validated from 
the results noted from the qualitative study done for this research, whereby most 
of the nurses highlighted that learning about end of life care is mainly done 
through the handling of dying patients. These findings further explain that 
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Indian settings do not have well-established orientation programs and training 
programs covering the end of life care for the young nurses.  
However, this result is incongruent with the findings noted in the study 
conducted by Attia et al. (2013), whereby no statistical significant associations 
were found between the level of obstacles and characteristics of the nurses. This 
is mainly because of the differences with the hospital settings and country where 
the studies were done.  
To sum up, there are no significant relationships noted between the supportive 
behavior scale and demographic characteristics of the participants. However, 
the nurses older in age with more experience in terms of years and number of 
patients handled perceive to have fewer obstacles significantly. Overall, it 
implies that younger nurses are more at risk of not having enough supports in 
handling the dying patients. Therefore, there is a need to educate the young and 
less experienced nurses for caring the dying patients in end of life care that 
might help to improve the quality of end of life care.  
5.5 Nurses’ perceptions on end of life care 
This section discusses the themes that were derived from the qualitative study 
analysis, which was mainly done to explore further on the perceptions of the 
nurses on end of life care in critical care units. Through the process of thematic 
analysis, five themes were emerged: (1) dying with dignity, (2) mental reaction, 
(3) support system, (4) rewarding, and (5) challenges. 
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5.5.1 Die with Dignity  
In general, nurses in this study perceived that die with dignity in critical care 
unit is an important aspect in end of life care and their interpretation of die with 
dignity includes providing peaceful death as well as care for the patient and 
fulfilling the wish of the patient. 
Peaceful death in this study indicates that the dying patient should be free from 
painful procedures at the end stage of life. When patient has a peaceful death, it 
provides comfort and satisfaction for the family members because the patient 
has not suffered a lot in their last stage. Sometimes, unwanted painful procedure 
are carried out as an act of saving the life of the patient that is considered as 
unnecessary by some of the nurses even when it is known to be futile. This 
further increase the pain of the dying patient and it will not allow the family 
members or relatives to spend enough time with the dying patient at his or her 
last stage of life. This finding is echoed in Wilson, Coenen and Doorenbos’s 
(2006) studies, which stated that good end of life care includes being free from 
pain, having the presence of family members, dying with respect, and care for 
the patient. Furthermore, this is in accordance with the study conducted by King 
and Thomas (2013) whereby it is stated that the nurses wanted the patients to 
have a good death at end stage, which could be accomplished mainly through 
good nursing care. 
The nurses in the present study further mentioned that suitable care for dying 
patients is comfort care, and it could be achieved through the physical care and 
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further by providing emotional support or psychological support to the dying 
patient. Comfort care also includes the routine personal hygiene, in addition to 
administration of analgesic and other supportive measures such as oxygen 
administration, suctioning. Furthermore, the nurses emphasized the importance 
of providing the care until the patient’s last moments as they believe that some 
miracle may happen that could save the patients. Ranse et al’s (2012) study 
mentioned that comfort for the dying patient could be achieved through physical 
care. Furthermore, Seymour (2001) mentioned that this type of care shows 
respect to the patient and it is acknowledged as social significance.  
Moreover, the nurses in this study regarded that fulfilling the wish of the patient 
is piece of good end of life care. Few nurses in the study expressed that they are 
willing to learn the wishes of the patient and communicate it to the family 
members or physician. This is because nurses believe that learning and fulfilling 
the wish of the dying patient gives the emotional peace for the individual or to 
the dying patient and further it helps in allowing the soul of the dying patient to 
rest in peace. This further explains that nurses have the abilities to communicate 
with the patients to understand theirs and they prefer to care based on their 
needs. In this respect, study by Heber, Moore and Rooney (2011) emphasized 
that providing compassionate end of life should be in accordance with the 
wishes of the patient is an important element of nursing care.  
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5.5.2 Mental Reaction 
Even though the nurses in this study emphasized the importance of caring the 
dying patients, they also expressed that caring for the dying patient is 
emotionally draining for them. The feelings towards the death and dying varied 
from individual to individual, with some of the nurses were expressing the 
feelings of sadness, tension, anger, having cried, and being in pain. This is 
explained that death is considered as failure because they are in the life saving 
profession and they provide care to the dying patient in the aspect of saving the 
life of the individual. Therefore, the inability of saving the life of the patient 
especially younger patients increases their stress levels and makes them feel 
guilty at times. However, nurses expressed that they do not feel much for older 
patients as they do for younger ones, for it is thought that with older patients, 
they have experienced most of their lives and have fulfilled most of the 
commitments in life. This finding is in line with the prior studies, which stated 
that providing end of life care is stated as one of the potentially most distressing 
components among the nurse’s workload (Hopkinson et al., 2005). There appear 
to be strong evidence that most of the nurses felt high level of stress when 
providing end of life care to the younger people and children (Espinosa et al., 
2010; Naido & Sibiya, 2014). Critical care nurse’s ability to cope up with 
personal and professional life can be affected significantly if they are exposed 
frequently to the stress and trauma in the end of life care.  
 99 
Even though the emotional labour /distress are common; most of ICU nurses 
are emotionally attached and have empathetic feelings towards the dying 
patient. The potential reason for having empathy towards the patients is that 
they might place and see themselves in that situation, which makes them to 
perceive the difficulties and feelings of the patients. However, few nurses in this 
study indicated that some of them are emotionally detached or they choose to 
distant themselves from the dying patient. This is because they are not able to 
overcome from the feeling of death and dying, and so they purposefully drag 
themselves away from the dying patient. Shorter and Stayt’s (2010) study 
revealed the same findings, and sometimes critical care nurses prefer to 
emotionally dissociate themselves from the dying patient in an attempt to cope 
with the impact of grief and trauma that death. 
5.5.3 Support System 
Most of the nurses in the study expressed that sharing of experience and strong 
sense of companionship with nurses helped the nurses to overcome their 
emotions and stress.  Furthermore, they mentioned that it helped them in 
maintaining their emotional stability while caring for the dying patient and their 
relatives/family members. This is mainly because, when there is lack of formal 
support from the organization, colleagues are the immediately available people 
in that situation who can understand the feelings better. Halcomb, Daly, 
Jackson, and Davidson (2004) identified that the nurses have lack of formal 
support and the emotional toll while providing care for the patients. Puntillo et 
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al’s. (2001) stated the similar findings, which are the lack of debriefing session 
and the existence of informal support through collegial support networks. The 
effective way of coping through informal debriefing among the colleagues was 
reported by nurses. In an informal setting, it is easy for the nurses to share their 
grief and strengthen their camaraderie with other nurses (Hopkinson, Hallett & 
Luker 2003; Shorter & Stayt 2010). Moreover, few of the nurses in this study 
mentioned that peers could help them to share their workload, take breaks with 
them, and allow them to be involved in other activities that might help them to 
cope up with stress and their emotions after the patients die. This finding is 
similar with the study conducted by (Vanderspank-Wright, Fothergill-
Bourbonnais, Malone-Tucker, & Silvar, 2011). 
In addition to providing care to the dying patient, the nurses in this study also 
expressed that it was their responsibility to provide psychological support and 
necessary information to the family members of dying patients. This implies 
that nurses do understand the importance of providing the support to family 
members if the patient dies. Support to the family members by nurses, might be 
in the form of assisting them in making decisions, allowing them to be with 
patients, sharing the caring, proving the information, providing emotional 
support and encouragement. Furthermore, nurses emphasized the need of 
having support services counselor or social worker to deal with the family 
members. This finding is similar with the study findings in which caring the 
family members of dying patient is identified as important component on end 
of life care (Krichhoff et al., 2000; Wilson et al., 2006).  
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The findings from the discussion explain that there are no educational resources 
available at the settings to provide training on how to care for dying patients. 
Most of the senior nurses expressed that there is need for education and raised 
concerns as well on the lack of preparation among the junior nurses in handling 
the dying patient.  Further, Long-Sutehall et al. (2011) suggested development 
of practical guidelines for the nurses might help to overcome their uncertainty 
related to the care and responsibilities during and following the withdrawal of 
treatment. Education and training are required to improve the skills and 
knowledge of the nurses to provide high level of quality care for the dying 
patients.  
5.5.4 Rewarding 
Although end of life care is not a simple phenomenon and may lead to moral 
distress, the ICU nurses place a higher value for caring the dying patients. Most 
of the nurses in this study expressed that they are satisfied with the care provided 
to the individual by providing good memories to the family members like 
making the visiting hours liberals and allowing their family members to perform 
their rituals at the last stage. This can be explained by saying that nurses achieve 
caring satisfaction or job satisfaction by fulfilling the wish of the family 
members and patients. Nurses believe that participating in end of life care in 
critical care units is highly valued and honored. This similar finding had been 
noted in other prior studies too (Arbour & Wiegand, 2014).  
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Furthermore, some nurses expressed that they are satisfied with the care 
provided to the individual when the family members showed their gratitude. 
This finding is similar with findings from prior studies in which family members 
showing their gratitude was rated as one among the top 10 rated supportive 
behaviors (Gross, 2006).  
To summarize, nurses achieve caring satisfaction or job satisfaction by fulfilling 
the wish of the family members and patients. Moreover, appreciation from 
family members of the patients, physicians, and other staff members were 
considered as motivating factors for the nurses to encourage them to provide 
better care for the dying patients.  
5.5.5 Obstacles 
Most of the nurses in the study expressed that their opinions on end of life 
decision making are not accepted by the physician. The similar challenge was 
rated as one of major obstacles in end of life in the quantitative analysis. This 
indicates that most of the nurses in this study have a perception that their views 
or opinions related to caring of the patients are not being valued. The finding is 
in line with the previous studies (Benbenishty et al., 2006; Ferrand et al., 2003; 
Ho et al., 2005). Those studies further stated that most of the time the nurses 
were not allowed to express their viewpoint to physician or family because it 
was presumed that it would lead to conflict among the team members. This 
might be because of the medical dominance in Asian countries by physicians. 
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Keeping the nurses in the discussion would help to improve the communication 
channels among the nurses, physicians, and family members. 
Lack of staff is noted as another challenge from the results of this study. This 
might be because nurses are busy and give importance to the patients who are 
in the recovering stage or requiring immediate lifesaving. Lack in staffing might 
be one of the main reasons for the nurses not being able to spend more time and 
efforts in caring for the dying patients. This can be improved either by 
increasing the staff patient ratio or by providing special attention on staffing 
pattern in critical care units. These are well supported by prior studies conducted 
(Friedenberg, Levy, Ross, & Evans, 2012; Yu & Chan 2010; Zomorodi & Lynn 
2010).  
Few nurses in this study expressed that there is a difficulty in handling the 
family members of dying patient. This may be due to the sudden unexpected 
decline in the health condition of the patient, family members being unready to 
understand or accept the situation (Curtis et al., 2001). At this situation, nurses 
do not know how to deal with the angry family members of the dying patient. 
This again brings up the point of having training programs to help the nurses 
and to have counselors or social worker to guide the family members at this 
situation.  
5.6 Overall perception of nurses: 
Common findings can be noted from the results of both quantitative and 
qualitative studies conducted. A key major obstacle noted from the studies is 
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that the opinions of the nurses are not being valued by the physicians in 
providing end of life care. This may due to the fact that physicians are 
responsible for the consequences that occur to the patient. The next reason may 
be due to the phenomena of medical dominance in Asian countries. Both studies 
indicate that nurses offer support words to each other or the support provided 
by other nurses in critical care unit was perceived to be one of the key major 
supportive behaviors. The sharing of feelings with other nurses helped them to 
overcome with their stress. Moreover, the nurses are the immediately available 
persons to the other nurses or it may be due to the lack of support service for 
nurses from management on end of life care. 
Furthermore, the studies show that nurses are experiencing fear and stress while 
handling the end of life care patients. In both studies, nurses stated that there is 
a need for the training and education on end of life care. However, studies 
revealed that nurses have a better understanding on the support that they have 
to provide to keep the patients comfortable and to help the patients to have a 
peaceful death.  
5.6.1 Relationship with conceptual framework 
The findings from the study show that there is an inter-relationship among the 
three components (participant demographic characteristics, patient family 
related supportive & obstacles behavior and organization related supportive 
behavior and obstacles) articulated in the conceptual framework (Figure 3), 
which ultimately helps in achieving/improving the quality end of life care.  
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5.7 Implications 
The valuable information and knowledge obtained from this study provide 
important implications for nursing practice, nursing education, and hospital 
administration, which will help to provide the quality of end of life care.  
5.7.1 Implications for nursing practice 
The findings indicated that nurses are regularly exposed to death and dying and 
require coping methods. Hence, some kind of interventions in the nursing 
practice might be developed to help the nurses and to improve the quality of end 
of life care. The formal debriefing session or sharing the experience of staff can 
be arranged for the nurses at least weekly once. Group sharing sessions on 
regular basis could be held to help nurses to support to one another (Yu & Chan, 
2009).  
Most of the nurses mentioned that there is a need for education on end of life 
care. Moreover, quantitative analysis results indicate that young nurses perceive 
more obstacles than an old aged experienced nurse does. This shows an 
importance of providing education to cover the skills and knowledge needed for 
the nurses to improve the end of life care. Moreover, having standard work 
instructions that could guide the nurses to improve the care being given to the 
patients at end stage would be helpful (Solomons & Spross, 2011). In addition, 
nurses working together to develop a communication protocol would assure that 
everyone in the team is aware of the information and plan the end of life care 
(Beckstrand & Krichhoff, 2005). It should also include the information that is 
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to be passed on the family members and patients. This would also help the 
young nurses to gain more understanding of the current situation and that would 
help them to handle it better.  
The study results showed that opinions of the critical care nurses were not being 
valued by physicians. Hence, it is important to advise and encourage physicians 
to communicate effectively in a more open manner with nurses. Physicians may 
have frequent discussions with nurses and they could involve the nurses while 
making decisions over the care of the patients. This would also provide more 
information that is comprehensive for the nurses and avoid the communication 
gap being highlighted.  
5.7.2 Implications for policy and management 
The findings explained that organizational related supportive behaviors were 
noted to have low scores. Even though, young nurses were perceived to have 
more obstacles than the experienced nurses did. Hence, from the organization 
level, healthcare organizations should educate the nurses and healthcare 
professionals; in particular, the young ones on the needs and importance of 
providing end of life care. This could be done through programs like as in-
service trainings, or through continuing nursing education. Therefore, it is also 
important for national health care agencies to develop education policies related 
to end of life care for all healthcare providers to promote the quality end of life 
care (Borhani, Hosseini, & Abbaszadeh, 2014).  
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The findings further suggested the need of having formal support to the family 
member’s particularly during the grieving situations. Organisations can employ 
psychological counselors or social workers to take care of the family members 
during their grief. This will help both healthcare professionals and family 
members (Lee at al., 2013; Truog et al., 2008).  
Furthermore, findings indicated that lack of staff and lack of nursing 
scheduling/pattern are being noted as key concerns in the critical care units. 
Hence, organizations need to give more attentions on the nursing scheduling, 
because nursing staffing ratio was noted as one of the obstacles. Adequate 
staffing and scheduling are necessary to provide quality of care to the dying 
patients. Increasing the staffing patterns would allow nurses to spend more time 
on providing quality end of life care for dying patients and their families (Attia 
et al., 2013).  
In order to improve the effectiveness of the care being given by the nurses, 
hospitals can come with up motivational programs to recognize and appreciate 
the nurses’ work. This will help them to motivate further to provide better care. 
This will also make them to understand that their works being valued.  
5.8 Recommendations for the future research 
The present study highlighted only the perception of the obstacles and 
supportive behaviors of critical care nurses on end of life care. Studies can be 
conducted further to identify both intensity and frequency of the obstacles and 
supportive behavior on end of life care in critical care units.  The present study 
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has explored the perceptions of the nurses on end of life care in critical care 
units. However, these findings are more related to the perceptions of the 
population of the three hospital settings considered. Though most of the findings 
are in line with previous studies, samples that cover variety of nurses from 
variety of settings in a future study will provide comprehensive perceptions of 
nurses in India. This is important to validate the findings before any intervention 
in any other hospital settings.  
Interventional studies can be carried out to validate the effectiveness of the 
recommendations given such as regular sharing session, training programs, 
improving staff ratio, having counselors to help family members and 
implementing motivational schemes. Similar studies can be conducted to 
investigate the perceptions of the family members of dying patients and 
physicians handling the dying patients on end of life care.  
5.9 Strengths and limitations of the study 
Key strengths of this study are the method and tools used. A sequential 
explanatory mixed method was used in the study, and it had both quantitative 
and qualitative methods. This method helped to provide more valid and reliable 
findings and it provided an opportunity for clarification and exploration of the 
significant findings from the viewpoint of the participants (Tashakkori & 
Teddlie, 2003; Greene & Caracell, 1997). The quantitative study used the tool 
that was validated and proven reliable by previous studies (Beckstrand & 
Krichhoff, 2005).  
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Rigour was maintained throughout the data collection process for the qualitative 
study that resulted in findings being reliable and valid. In addition, the audio 
recording accurately captured the interviews. Data analysis processes and 
methods were discussed and reviewed with supervisor to ensure the 
confirmability of findings. The direct quotation from the nurses was coated to 
ensure the transferability of the findings. Furthermore, the study included only 
the nurses who had handled the dying patients in the last 6 months. This ensured 
to provide the updated information regarding the perception of the nurses.  
However, there are few limitations noted in this study, which pointed out 
considerations for further studies. The first limitation is related to the 
generalizability of research findings. Most nurses participated in this study are 
Indians and they had their education in India; hence, the heterogeneity of the   
sample lacked. A heterogeneous sample could have provided different results. 
The high mix level of patients and nurses with diverse ethnicity and religious 
backgrounds would have enriched and increased the credibility of the findings.  
The study was conducted only on three hospital settings that all are located in 
the south part of the India. Hence, the findings are much limited to these three 
hospital settings. In other parts of India, people have different cultures that may 
influence perceptions of nurses on end of life care. Thus, samples that cover 
nurses with different backgrounds from different settings in a future study will 
provide comprehensive perceptions of nurses in India. Another limitation was 
the time constraint experienced by the participants and researcher. The 
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interview was conducted only once with each participant. Further, content was 




Chapter 6 Conclusion 
The purpose of a sequential explanatory mixed method study was to explore the 
perceptions of the nurses on end of life care in critical care units in India. By 
understanding the perceptions of the nurses, better improvements can be made 
to improve the quality of caring being given to the patients. The current study 
showed that nurses understood the importance and value of caring the dying 
patients though end of life care is perceived to be challenging. The study also 
highlighted the key supportive behaviors and obstacles perceived by the nurses. 
Furthermore, the findings indicated that demographic characteristics such as 
age, number of patients handled, and experience are negatively correlated to the 
perceived obstacle scale. Qualitative study further explored the perceptions of 
the nurses. Through the process of thematic analysis, five themes were emerged: 
dying with dignity, mental reaction, support system, rewarding, and challenges. 
The results obtained are consistent with both national and international studies 
and the findings have implications for nursing practice, policy, and 
organization. Findings from the study suggest that efforts to reduce the obstacles 
and to promote the supportive behaviors have the potential to improve the 
quality of end of life care. The results further revealed that regular sharing 
session among the nurses, training programs, improving staff ratio, having 
counselor to help family members, and implementing motivational schemes are 
necessary to improve the quality of end of life care. As a result, patients and 
family members will get the best level of care during the patients’ end of life at 
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critical care units. The study results also lend support to the conceptual 
framework that was used as guidance for this study, whereby it says that an 
interrelationship between the personal interpersonal and social system leads to 
achieve a better quality of end of life care for dying patients. Future research 
can be conducted to identify the intensity and frequency of the obstacles and 
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To understand their 
perceptions of activities 
and roles that they 
performed while caring 
for patients and families 
during the transition from 
aggressive life-saving 





Interview - Thematic 
analysis 
 
Sample size: 19 
Purposive sampling 
Study participants 
were recruited from 
the medical and 
surgical critical care 
units of a tertiary 
care medical Centre. 
 
Providing good memories  
- Look good 
- Avoiding unnecessary equipment’s 
- Home like environment – playing 
music 
 Educating the family members  
- Care  like medication regarding 
ventilator support  
Presence of family members at the time of 
death  
Supporting the family in decision making  
Managing the symptom’s  





To explore intensive care 
nurses perspectives of the 
Descriptive qualitative 
research 
Sample size :12 
Purposive sampling 
12  ICU  nurses were 
eventually enrolled 
Iranian teaching  
- Care to dying patient is not a futile 
- EOLC is challenging area highly 
valued by more participants 
- Spiritual care was allowed  to perform 
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end-of-life care in South-




hospital  affiliated to 
Kerman University 
 
- Emotional attachment with patient 
- Compassionate care is based on 
professionalism which should be 
supported 
Obstacles  
- Unrealistically high expectations of a 
family members  
- Expressed a lack of preparation in 
dealing with the challenging field of 
EOLC 
- Family members not involved in 
decision making  
- Need for education  
(Bratcher 
2010) 
To explore and describe 
the characteristics of a 
good death as defined by 
critical care nurses 




Sample size: 15 12-bed medical 
/surgical ICU at a 
Veteran's 
Administration (VA) 
hospital in a mid-
sized urban city 
- Patient does not die alone 
- Patient does not suffer (pain/symptom 
management) 
- Acceptance of death by patient and/or 
loved ones 
- Facilitating a calm environment 
- Honoring the patient's and/or families' 
wishes 
(Calvin et al., 
2007) 
To describe neuroscience 
intensive care unit (NICU) 
nurses' perceptions 
regarding their roles and 
responsibilities in the 
decision-making process 






grounded theory  
Sample size :12 
Method: convenient 
sampling 
Private hospital  
Not clear  
- Expressed the need to push family 
members forward to make a decision 
- Voiced the importance of conveying a 
consistent message 
- Frustration with family members 
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intensity of care and end-






To better understand 
CVICU nurses’ 
perceptions about their 
roles and responsibilities 
in the decision-making 
process about change in 
intensity of care and end-
of-life care for patients 
within the CVICU setting 
Descriptive qualitative 
research 
Content analyzed  
 
Sample size :19 
Convenient 
sampling 
12 nurses from  51 
bedded CVICU   
tertiary care 
teaching hospital 
- Family presence at EOL 
- Considered the physician 
- to hold the authority regarding EOL 
decisions 
Obstacles  
- Communicating with family members 
and physicians about EOL care 
- Moral distress when patient lingering 
and medical treatment continues 




A study investigating 
hospital nurses’ 
experiences of death 
and dying 
Ethnography 
In-depth interviews - 
Semiotic analysis 




Nurses in the United 
Kingdom based on 
their hospital death 
experiences. 
- Effective communication among 




To explore the 
experiences of intensive 
care nurses who provided 
end-of-life care to adult 
patients and their families 
after a decision had been 






Face to face interview  
Sample size -13 
Purposive sampling 
University ICU 
facility that provided 
neurosurgical, 
trauma and general 
intensive care in 
three separate, yet 
Integrated 
environments. 
- Reconnecting the patient and family 
- Dealing with emotions and ambiguity 
- Providing and encouraging presence 




The aim of this study was 
to explore nurses’ 
 Sample size: 9  Nine experienced 
intensive care nurses 






perceptions of caring for 
dying patients in an 




working in three 
Swedish ICUs were 
interviewed.  
- Caring for the unaccompanied patient 
- Caring for the family 





The aim of acquiring a 
deepened understanding 
of what good nursing care 






Sample size :14 
Purposive sampling 
Adult intensive care 
unit in Norway 
- Appropriate staffing  
- Continuity of care , knowledge and 
competence in care  
- Verbal communication with patient 
reduces patient confusion and waiting  
- Difficulty in communication with 
patient due to depression and 
withdrawal  
- Cooperation with families and among 





To describe the provision 







Semi structured - 
Thematic analysis 
Sample size  : 5 
RNs working in the 
HDU for more than 
12 months who had 
cared for a dying 
patient in the HDU 
High - dependency 
unit (HDU) at a 
major metropolitan 
tertiary hospital 




- Conflict among the professional 
- Issues with environment  
- Organizational constrain  
- Using curtain to protect the privacy of 
dying patient  
- Peace and quiet environment is ideal 
for death. HDU is not providing such 
environment  
- Strain between medical and 
professional staff ( moral distress due 
to moral and ethical issues of 
aggressive treatment  
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- A team focused environment helped 
to cope up with the emotions 
- Informal debriefing   
- Need for educational program 
(McMillen, 
2008) 
To explore the 
experiences of ICU nurses 
caring for patients who 







Sample size: 8 
Purposive sampling 
One ICU in the north 
of England. 
- Experience counts 
- Supporting the family 
- Being a patient advocate 
- Emotional labour 
(Ranse et al., 
2012) 
To  explore the end-of-
life Care beliefs and 















care unit at an 
Australian tertiary 
teaching hospital to 
participate 
- End of life care is complex area of 
practice and highly valued by 
participants. 
- Need for emotional and organizational 
support  
- Need formalized support service for 
junior nurses like social worker of 
external counsellor  
- Uncertainty and ambiguity continues 
even after a decision is made to 
withdraw treatment 
- Caring for the patient's family and 
facilitating the family's experience of 
end-of-life care by physical presence 





To explore the 
experiences of intensive 
care nurses providing care 
for end-of-life patients 
Qualitative design 
 
Interview - Content 
analysis 
Sample size: 10 
 
Purposive sampling 
Nurses working in a 
general ICU were 
recruited from one 
urban hospital. 
- Seeing the dying patient and their 
family is an emotional burnout. 
- Emotional burden of nurses is 
associated with patient age ,patient 
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  alertness and their ability to 
communicate  
- No  adequate time to provide end-of-
life care when other patients are in 
critical conditions and needing their 
attention 
- ‘values and beliefs’ were fundamental 
to their experience 
(Yu & Chan, 
2010) 
To describe ICU nurses’ 
response to the death of 
patients and to explore 
their perceived factors that 
influenced the care 




Interview - Content 
analysis 




working in the ICU 
of a regional 




- Grieved over their loss when Patients 
died 
- Death failure’ of medical treatment 
and nursing care and consequently 
experienced guilt 
- Coped with patient death by thinking 
of life and death as a matter of fate 
that they could not control 
- Education in bereavement 
Obstacles  
- Lack of manpower  
- Conflicts among the health care 
professionals 
(Fridth et al., 
2009) 
To explore nurses’ 
experiences and 
perceptions of caring for 
dying patients in an 
intensive care unit (ICU) 






Interviews - Content 
analysis 
 
Sample size : 9 
 
Method: Not clear 
Nine experienced 
intensive care nurses 
working in three 




- Nurses strive to do their utmost but 
still experience collaboration with 
medical staff and the physical ICU 
environment as obstacles to the 
provision of optimal EOLC 
 135 
the proximity of family 
members and 
environmental aspects 
- Presence of family members, If no 
family members nurses act as 
surrogates  
- No time left for the nurses to make 
good relation with family members. 
- ICU is not proper environment for 




To explore the 
experiences of intensive 
care nurses who provide 





Individual (5) and 
focus group (3) 












in either the 
coronary care unit (8 
nurses), the medical 
intensive care unit (5 
nurses), the 
neurological 
intensive care unit (4 
nurses), or the 
surgical Intensive 
care unit (1 nurse) 
Obstacles  
- Lack of involvement in the plan of 
care 
- Potential conflict between 
- the medical and nursing educational 
models 
- Disagreement between physicians and 
other healthcare team members 
- Problems with  medication 
administration, instances of futile care 
and unnecessary suffering 
- Unrealistic expectations of the family, 
and  
- Lack of experience and education 
Coping strategies  
- Building trust with the family 
- Crying 
- Humor, Talking to others about 
terminal care 
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- Avoiding care for the terminal 
patients 





To explore the lived 
experiences of registered 
intensive care unit (ICU) 
nurses who have provided 
end-of-life care (EOLC) 
to dying patients and their 








Sample size : 05 
 
Purposive sampling 
General ICU in the 
west of Scotland all 
registered ICU staff 
nurses within one 
ICU 
- ICU nurses do not feel adequately 
prepared to give proficient EOLC  
- Those who felt more confident in 
EOLC had learned what to do over 
time 
- Appropriate training, support and 
improved communication between 
staff, patients and families is 
necessary for good EOLC in ICUs 






To  explore perceptions 
of critical care nurses 







In-depth  dialogical 
interview - Thematic 
analysis 
 




recruited from five 
different states in 
the Southeastern and 
Northeastern regions 
of the United States 
 
- Assisting the patient in making 
difficult decision  
- Care satisfaction by participant when 
mutual goals are set with patient  
- Exhibited moral distress when they 
could not keep implicit or explicit 
promises to patients and/or families to 
ensure a good death, free from 
suffering and illed with dignity 
- The  willingness of nurses to initiate 
conversations about impending death 
with patients and/or families, 





To explore critical care 
nurses’ experiences of 
grief and their coping 






Interview - Thematic 
analysis 




working in the ICU 
of a large teaching 
hospital in the 
United Kingdom 
- Removed unnecessary treatments and 
monitoring, organized paperwork, and 
so forth, as a means of feeling in 
control of the situation 
- Ritualistic caring practices may 
reassure nurses that they are providing 
the best care possible for the dying 
person 
- prolonged engagement with a patient 
and their family fostered the 
perception that the nurse has a greater 
appreciation of the psychological, 
social, environmental and spiritual 
factors of the care 
- It would be more difficult to ‘open 
up’ in a formal setting. 
- Emphasis’s on informal support  
- The normalization of death as an 
everyday event enables ICU nurses to 
cope. 
- emotional upset and grief with 
acceptance as though these stressors 
are an accepted part of their role 
- Emotional disassociation was utilized 
individual to protect themselves 
(Vanderspank-
Wright et al., 
2011) 
Explore the importance of 




Sample size : 5 
 
Purposive sampling 
 - Working with the families  
- Building rapport with families and 
patients  
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relation to withdrawal of 
life-sustaining treatment 
Interview  - Thematic 
analysis 
- Conflicts among the health care 
professional not being on the same 
page  
- Good communication among and 
between the health care team  
- The rotation of intensivist on weekly 





To explore the critical 
care nurse’s experiences 





In-depth interview - 
Thematic analysis 
 
Sample size : 4 
 
Purposive sampling 
Intensive care unit 
of a provincial 
hospital in the 
eThekwini District 
in the province of 
KwaZulu-Natal 
 
- The knowledge and skills deficit of 
recently qualified ICU nurses  
- Need for resources such as resources 
such as social workers, counsellors 
and designated grieving areas  






To explore the 
experiences of novice 
nurses with their first 








Sample size = 5 
 




intensive care unit, 
employment in 
critical care within 
12 months of 
graduation and 
experience with the 
death of an assigned 
patient 
- Unprepared for the death due lack of 
training or practices 
- Provided compassionate care even 
though they cared for first time 
- They expressed the feeling of awe, 
disbelief, surprise when the patient 
dies. 
- Provided satisfaction when they 




To explore nurses' 
definitions of quality 
 
Interview  





- Moral distress 
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EOL care and to identify 
the personal, 
environmental, and 
relational factors that 
facilitate or inhibit the 
nurses' ability to provide 





- Noisy environment  
       Relational factor  
-  Frustration due to lack of information 
from families and patient  
- Lack of education  
Quantitative studies 
(Attia et al., 
2013) 
To investigate critical care 
nurses’ perceptions of 
obstacles and supportive 
behaviors in providing 
end of life (EOL) care to 










Nurses who were 
involved in caring 
for Critically ill 
patients 
Obstacles 
- Nurses’ heavy workload  
- Inadequate nurse-to-patient ratio  
- Conflict 
- The poor ICU design that does not 
allow for privacy  
- Critical care nurses perceived the 
family who continually calls the nurse 
for updated information on patient’s 
condition (62.9%). 
- Family not understanding lifesaving 
measures (65.7%) 
- The inadequate nurses’ basic 
educational preparation for EOL 
(60%) 
- Nurses not knowing patient’s wishes 
regarding treatments (60%). 
- Open visiting hours  
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- Not considering nurses’ opinion 
(50%) 
Supportive behaviors  
- Nurses support each other after the 
death  
- good communication between 
physicians and nurses among the 
nurses 
- Family members who accept the death 




To identify the obstacles 
to providing end-of-life 
care and  supportive 
behaviors that help in 
providing end-of life care 








Sample Size: 1500 
 
Random sampling 
Critical care nurses 
who cared for at least 
one dying patient 
 
- Family member frequently call for 
update not understanding the life 
saving measures PIS =14.8 
- Not understanding the life saving 
measures (PIS= 12.94) 
- Disagreement about  the direction of 
patient care was rated as third 
obstacles in EOLC (PIS =11.7) 
- Physicians who were evasive and 
avoided conversations with patients’ 





To collect suggestions 
from critical care nurses 
for improving end-of-life 




861 members of the 
American 
Association of 
Critical Care Nurses, 
Random sampling 
 Barriers to providing good death 
- Time constraints,  
- Staffing patterns,  
- Communication challenges, and 
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- Treatment decisions that were based 





To promote quality and 
overcome obstacles to 
quality EOL care in 





Sample size: 56 
 
 






- Issues from the family members  rated 
as high in PIS score (lack of 
understanding of family members  
PIS 15.6) 
- Issues related to  physician as second 
highest score – Optimist , more than 
one physician involved 
- ICU lack of private rooms for dying 
patient (PIS 13.1) 
- Nurses ranked cultural aspects, ethical 
issues, and communication concerns 







To  explore  the 
experience and attitude of 











attended the second 
European critical 
care nursing 
congress of EfCCN 
- Patient & family religious views are 
important 
- Always actively involved in EOL 
discussions with physicians 81 
(51.6%) strongly disagree 
- Involvement in EOL decisions 
positively influences job satisfaction 
112 (71.8 %) strongly agreed 
(Lee et al., 
2013) 
This study examined 
nurses’ perceived 




– Statistical Analysis 





care system in Seoul, 
Korea 
Obstacles 
-  Family member’s request for life-
sustaining measures  
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to end-of-life (EOL) care 
in clinical settings. 
exploratory–
descriptive study 
- Uncontrolled pain and continuing 
treatment regardless of patient 
comfort level  
-  Multidisciplinary team approach that 
includes physicians, social workers 
and religious leaders 
- Nurses responded that having a 
physician meet with family members 
to discuss patient death could help 
them provide better EOL care in 
clinical settings. 
- Providing private time and space 
(Festic et al., 
2010) 
To identify perceived 
obstacles, supports and 
changes needed to 
improve end-of-life care 
(EOLC) in the intensive 
care unit (ICU) and to 
compare physicians’ 





– Statistical Analysis 
 
 Critical care 
physicians and 
nurses in an 
academic medical 
center (ICU) 
- Interestingly in our survey, com-
munication between nurses and 
physicians was least identified as a 
barrier. 
- Nursing staff as the strongest support 
towards optimal end of life care 
- Improved communication 
(Nelson et al., 
2006) 
This study to elicit the 
views and experiences of 
ICU directors regarding 
obstacles to optimal end-
of-life care and to identify 
the type, availability, and 
perceived benefit of 





database of adult 
ICUs across the 
United 
600 ICUs in 546 
hospitals across 
United states  
. 
Obstacles 
Obstacles unrealistic expectation of 
the family members  
Suboptimal space for family members 
meeting 
Lack of training regarding the 
communication issues   
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specific strategies that 




to identify obstacles to 
two key components of 
palliative care—optimal 
communication regarding 
prognosis and optimal 
end-of-life care 
Qualitative study  
Focus group 
32 SICU nurses 4 focus groups of 
SICU nurses at the 
Johns Hopkins 
Hospital who 
practice in one of 
three SICU 
- Inadequate education or skill in 
palliative care, logistical difficulties,  
-  cultural differences and difficulties 
discussing end-of-life care 
- Patients cannot communicate 
clinicians. 
- communication by physicians, was 
done quickly and inadequately  
(Wilson et al., 
2006) 
 
This study was to validate 
the concept of dignified 
dying and to identify 
nursing interventions to 
promote dignified dying 
Survey Sampling Size: 281 
A total of 289 
nurses returned 
completed surveys, 
resulting in a 32% 
response rate 
US nurses (N = 281) 
who participated in 
the 2000-2001 end 
of Life Nursing 
Education 
 
- To promote spiritual comfort such as 
praying with the patient and family, 
incorporating spiritual traditions, and 
promoting a sense of hope. 
- Addressed the holistic aspects of care 
when identifying interventions to 
promote dignified dying 
- These interventions reflected the need 
for care beyond the physical domain 
(Gross, 2006) Nurses' perceptions of 
EOL care issues and how 
they promote or inhibit 





survey on end of life 
care questionnaire 




23 registered nurses 
working in surgical 






- Providing aggressive treatment  
- Physician overly optimistic about 
patient care  
- Dealing with angry family members  
- Lack of ethical committee of ethical 
committee involvement  
Supportive behavior  
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- Physician agreeing about direction of 
patient care  
- Staff compile the paper work  
- Availability of ethical committee 
(Hansen et al., 
2009) 
To examine  multiple 
interventions could 
improve nurses’ 
experience of end-of-life 
Mixed Method Sample Size:  
Phase 1: 91 nurses 
Phase 2: 127 nurses 
4 ICU at university 
medical center 
Quantitative : 
- Work environment (F3,1=5.9; P=.016) 
- staff supportF3,1=14.7; P<.001),  
- patient and family support(F3,1 = 16.1; 
P < .001) 
-  work stress (F3,1 = 173.2;P < .001) all 
improved over time 
- more experienced nurse scored high 
score in knowledge and ability  
- The difference in support of family and 
patients 
Qualitative: 
- Communication  
- Education  
- Need protocol for management of pain 
dyspnea 





Appendix B Survey Questionnaire Tool 
Section I: Demographic data 
Please complete the requested information below: 
1) Gender: 
☐ Male    ☐ Female 
2) Age in Years :            _____________                                         
       
3) Ethnic Group: 
☐ Indian 
   ☐ Others (Please specify _____________) 
 
4) Country Where You Received Your Nursing Education: 
☐India  ☐ others (Please specify _____________ 
 
5) Highest Educational Level in Nursing (For nurses who received education 
overseas, please select the equivalent): 
         ☐ Diploma  ☐University Degree And 
above 
6) Number of Years of Nursing Experience in ICU:     _________________                                         
 
7) Staff Position:     _____________________   
   
8) Number of dying patient handled within the last 6 months 
 
☐30              ☐21-30               ☐11-20             ☐≤10  




Section II: Nurses’ perceptions on supports/helps in providing end-of-life 
care in critical care unit 
Please tick the appropriate answer which best reflects the extent to which you 
grade the obstacles with each statement. 
Response choice: 0= Not a Help, 1=Extremely Small Help, 2= Small Help, 3= 
Medium Help, 4= Large Help, 5= Extremely Large Help. 
 Item 0 1 2 3 4 5 
1.  Family members having adequate time to be 
alone with the patient after his/her death 
      
2.  Family members having a peaceful and 
dignified bedside scene  
      
3.  Families being taught how to act around 
dying patient  
      
4.  Family members show gratitude to nurse for 
care provided to patient who has died 
      
5.  Family members accept that patient is dying       
6.  Families having unlimited access to the 
dying patient 
      
7.  Family designating one family member as 
contact person for the rest of the family 
      
8.  Family physically helping to care for the 
dying patient 
      
9.  Nurse drawing on previous experience with 
the critical illness or death of a family 
member  
      
10.  Nurses offer words of support to each other       
11.  Nurse having enough time to prepare the 
family for patient’s death 
      
12.  Nurses scheduled so that patient receives 
continuity of care 
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13.  Nurses offer supportive physical touch to 
each other 
      
14.  Nurses having a supportive person outside of 
the work setting to listen after the death of a 
patient 
      
15.  Nurse talking with patient about his or her 
feelings and thoughts about dying 
      
16.  Nurses take care of patients while affected 
nurse “gets away” for a moment after the 
death of a patient  
      
17.  Staff compiles all paper work to be signed 
by the family before they leave the unit  
      
18.  Letting the social worker or religious leader 
take primary care of the grieving family  
      
19.  Physicians putting hope in tangible terms for 
family 
      
20.   Physicians agreeing about direction of 
patient care 
      
21.  Physicians meet in person with the family 
after the patient’s death 
      
22.  Ethics committee constantly involved in the 
unit, so they are involved from the beginning 
should an ethical situation arise later 
      
23.  Having unlicensed personnel available to 
help care for dying patients 
      
24.  Unit designed so family has a place to grieve 
in private 







Section III: Nurses’ perceptions on the obstacles in end-of-life care in the 
critical care unit 
Please tick the appropriate answer which best reflects the extent to which you 
grade the obstacles with each statement 
Response choice: 0 = Not an Obstacles, 1= Extremely Small obstacles, 2= 
Small Obstacles, 3=Medium Obstacles, 4= Large Obstacles, 5= Extremely 
Large Obstacles 
 Obstacles 0 1 2 4 5 
1.  Family continually calls nurse for update 
rather than the designated contact person 
     
2.  Family not understanding the term “life-
saving measures” and its implications 
     
3.  Families not accepting poor patient 
prognosis 
     
4.  Family requesting life saving measures 
contrary to patient’s wishes  
     
5.  Family fighting about life support      
6.  Family members not having private place to 
grieve at patient’s bedside 
     
7.  Family legal action is a threat, thus patient 
intensive care continues despite poor 
prognosis 
     
8.  Family not with the patient when he/she is 
dying 
     
9.  Family visiting hours too liberal      
10.  Family grieving time limited to 
accommodate new admissions 
     
11.  Family visiting hours is  too restrictive      
12.  Family not having a support person eg, 
social worker or religious leader 
     
13.  Families grieving in culturally diverse ways      
14.  Physicians differing in opinion about the 
treatment 
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15.  Physicians evasive and avoid family      
16.  Physicians won’t allow patient to die       
17.  Physicians overly optimistic to family about 
the patient surviving  
     
18.  Nurse too busy offering life saving 
measures to provide quality end-of-life care 
     
19.  Nurse having to deal with angry family 
members 
     
20.  Nurse having to deal with distraught family 
while still caring for patient 
     
21.  Nurse not being able to communicate with 
patient to learn of his/her wishes regarding 
treatment due to sedation or depressed 
neurological status 
     
22.  Nurse called away from patient and family 
to perform other duties 
     
23.  Nurse’s opinion about patient’s care not 
valued 
     
24.  Nurse not trained regarding family grieving 
and quality end-of-life care 
     
25.  Nurse knowing poor prognosis before 
family 
     
26.  Unavailability of ethics board or committee 
to review difficult patient cases 
     
27. Continuing to provide advanced treatments 
to dying patients because of financial 
benefits to hospital 
     
28. Patient’s treatments continue, although 
painful or uncomfortable 
     
29. Patient having pain that is difficult to 
control or alleviate 




Appendix C Interview Guide 
Section 1: Introduction: (2 minutes) 
I wish you good Morning. Thank you for participating in our Research. I am 
Arunadevi, a graduate student from Alice Lee Center of Nursing Studies, 
National University of Singapore, Singapore. As a Part of my academic 
research program, I am conducting this Interview. The interviews will be 
carried out for 45 minutes to an hour. The Questions will be open-ended 
questions. The answers will be audiotaped. 
Objectives: (1 Minute) 
The purpose of the study is to identify the experience and perspectives of 
nurses on End of Life care in ICU 
Introduction of Participant: 
Since this interview is being audit recorded, I consider you as participant X 
Section 1: To understand the participant’s Knowledge on EOLC: 
1. What do you know about an End of Life Care? 
2. Are you trained to provide the end of life care? 
3. How have you learnt to provide end of life care? 
4. What are the cares that you provide to the dying patient? 
Section 2: Dealing with Patients 
1. How do you feel when it is known that the patient is going to die soon? 
2. How do you handle such patients? What kind of support do you 
provide to patients? 
3. Have you ever discussed about death with dying patient?  
4. What type of emotions would you exhibit while caring for a dying 
patient? 
5. How do you feel while caring for a young dying patient? 
6. How do you feel when caring for an older patient? 
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7. Do you provide any cultural preferences to the patient? 
8. How does the death of the patient affect you? 
9. How does the death of the patient affect your personal life and 
professional life? 
Section 3: Dealing with family members  
1. What type of relationship would you establish with family members of 
dying patient? 
2. Do you interact with the family members of dying patient? If yes, what 
kind of interaction would you have with them? 
3. Do you teach the family members on how they need to act around 
dying patient? 
4. Do you help to provide adequate time for the family members to spend 
with dying patient? 
5. What type of emotion would you exhibit with the family members of 
dying patient? 
6. Have you involved in decision-making regarding withholding the 
treatment? 
7. What do you handle family members when cultural related concerns 
brought up? 
Section 4: Dealing with Physicians 
1. How do you interact with physicians and your senior staffs while 
handling dying patient? 
2. Will be involved while physicians making any decisions? Do you think 
you want to be involved? 
3. How do you get along with the decision taken by physicians on end of 
life care? 
4. What do think of physicians overly optimistic to family about the 
patient surviving? 
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Section 5: Coping mechanisms 
1. How are you able to cope with the emotions while handling dying 
patients? After and before the death 
2. Do you share your experiences with your colleagues? 
3. Do you share your experience with family members?  
4. How much time would it take to regain the normality? 
5. What kind of support do you receive from hospitals? 
6. What gives you the satisfaction while providing end of life care? 
7. What are the other ways that you do to control your emotions? 
Section 6: Feedback session 
1. Are you satisfied with your EOLC? Alternatively, how do you feel 
about end of life care in your unit? 
2. What are the difficulties that you are facing while handling the dying 
patient? 
3. What do you think as lacking while providing the end of life care? 
4. What are the support services do you need from management service? 
5. Do you get any counseling or frequent training in your hospital 
setting? What do you think about it?  
6. Do you feel that you need to equip yourself in addition to the training 
provided in your curriculum? 
7. What could be improved while providing end of life care? 
8. Would you like to share anything else regarding the end of life care? 
Section 7: Thanking session 
Thank you so much for spending your valuable time. I assure that these 
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Appendix H Approval from author to use Quantitative 
tool 
Renea Beckstrand <Renea_Beckstrand@byu.edu> 
To: 
Arunadevi Ramasamy; 
Tue 7/21/2015 9:54 PM 
 
You have agreed to use this instrument only as a local/area sample and never 
for a sample in the United States. You have also agreed to send me a copy of 
any publication(s) that result because of its use. If you translate it into a 
different language, please also send me a copy of the translation. You are 
approved to use this instrument given these conditions. Best wishes, Renea 
  
Renea L. Beckstrand, PhD, RN, CCRN, CNE 
Professor 
Brigham Young University, College of Nursing 





Renea Beckstrand <Renea_Beckstrand@byu.edu>;  
  
Cc: 
Yanika Kowitlawakul;  
Tue 7/21/2015 9:32 AM 
Flag for follow up. 
Dear Professor, 
 
Thanks for your prompt response on my request to use your tools.  
 
I confirm that mentioned tools would not be used in the United States and will 
be used only for my academic project. Moreover, I will agree to send you a 
copy of my paper once it is ready for submission. 
 
Just to highlight that Data collection most likely will be done in India due to 
registration concerns in Singapore. However, I would like to reiterate again 
that this would be used only for my academic project, which is a requirement 
to complete my Master degree in National University of Singapore, Singapore. 
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Kindly review my request and give me permission to use your instrument! 
Please do let me know if you need any further info or clarification. 
 




Graduate Student - M.Sc. Nursing, 
Alice lee centre for Nursing Studies, 
National University of Singapore, Singapore 
 
Renea Beckstrand <Renea_Beckstrand@byu.edu> 
To: 
Arunadevi Ramasamy; 
Mon 7/20/2015 11:18 PM 
If I give you permission to use my instrument, you must agree that you will use 
it only in Singapore and not in the United States and that, you will send me a 
copy of your published paper. Let me know if you agree to these requirements. 
  
Renea L. Beckstrand, PhD, RN, CCRN, CNE 
Professor 
Brigham Young University, College of Nursing 








Yanika Kowitlawakul;  





I am awaiting for your approval on my below request to carry out my study. 
Please help to review my request and provide your approval to proceed with 
the tools mentioned. 
 
Please do let me know if you need any further information. I have also copied 
my supervisor for your information.  
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I am Arunadevi, currently pursuing Master of Science in Nursing Research in 
National University of Singapore, Singapore. I am currently working on an 
academic project, which is about exploring the nurses’ perceptions on the 
supportive needs and obstacles’ in providing end of life care in India. In 
developing this project, I have found an article named “Providing End-Of-Life 
Care to Patients: Critical Care Nurses’ Perceived Obstacles and Supportive 
Behaviors” which was published by you. I believe that tools used in that article 
would be helpful for my academic project to explore the nurse’s perceptive’ in 
end of life care. Since you are the author of the article, I am seeking your 
permission to use the tools used in your above-mentioned publication for my 
academic project. 
 
Your consent to my request would be greatly appreciated. If you need 
additional information, please do not hesitate to contact me. Would you kindly 











Appendix J Thematic analysis process – Initial Color 
coding 
Themes Colour Subthemes 
Die with Dignity 
Orange Peaceful Death 
Light Gray Wish of the Patient 
Light green Care of the Patient 
Mental reaction  
Blue Feelings of Nurses 
Green Feelings towards Patients 
Light blue  Stress 
Support System 
Pink Sharing of feeling’s  
Olive green  Involving in Other 
Activities 
Dark yellow Support service  
Purple Need for Education 
                       
Rewarding  
Dark blue Good memories to family 
members  
Bright green Family members showing 
their gratitude 
                       
Obstacles 
Red Autonomy 
Dark Red Lack of Staff 
Dark blue lighter Lack of Understanding by 
Family members 
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Appendix K Thematic analysis process 
of one participant 
Interviewer: Arunadevi 
Objective: To identify the experience and perspectives 
of nurses on End of Life care in ICU 
Participant 1: Verbatim Transcription:
Hi, I would like to thank you for participating in my 1 
research. 2 
Interviewer: What do you understand by the term of end 3 
of life care? 4 
Participant 1: End of life care means, the patient at the 5 
stage of death while we are giving care. Nearby or 6 
crossing the stage of death. I assure that as end of life 7 
care. 8 
Interviewer: How do you learn about end of life care? 9 
Participant 1: I learnt while we are studying through 10 
books, by the past experience, by hearing (Pause) from 11 
the seniors, by seeing them practically and through the 12 
net references through that we learnt what’s meant by 13 
EOLC.  14 
Interviewer: How do you learn to take care of the 15 
patient? 16 
Participant 1: The learning …. as per how the seniors 17 


















Learning about EOLC 
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seniors by practically learning from them apart from 19 
books. 20 
Interviewer: How do you feel while providing care to 21 
dying patient if the patient is young? 22 
Participant 1: It’s so terrible situation. Because the 23 
young patient is also like us as we are also young. So at 24 
that time, the dying of young patient is so hard to hear 25 
and see. The attenders are also feeling for the child, they 26 
have grown the child for these many years and the child 27 
is dying now so much of problem like that. We will feel 28 
so bad for it and its (pause). 29 
Interviewer: What type of feeling you exhibit while 30 
caring for dying patient? 31 
Participant 1: The feelings will occur towards the 32 
patient is ,“if theses condition occur to us what we will 33 
do” feeling will be like that. We will be sad and even 34 
make us to cry. We will cry inside even we won’t show 35 
it outside, the feeling will be so sad, because “the patient 36 
who is living is going to die” so this things will make us 37 
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Interviewer: You will be crying while taking care of 39 
young dying patient. You will put yourself in that 40 
situation? 41 
Participant 1: Yes  42 
Interviewer:  It means you are saying like empathy?  43 
Participant 1: At that time I don’t know to be empathy. 44 
I will show some sort of sympathy to the patient during 45 
the dying time. We will care most at that time. We will 46 
do everything carefully at the last moment for all people 47 
at the last. We will provide most care it’s was so hard at 48 
that time and its sad time. 49 
Interviewer: It means you will be keen to provide 50 
quality end of life care? 51 
Participant 1: Because as it is the last stage for the 52 
patient attenders and all other visitors will be eager to see 53 
the patient. Special arrangements will be made for them. 54 
For example, the visitor time is 4 o clock means we will 55 
get special permission from in charge or higher 56 
authorities or from seniors, we will allow some more 57 
time for the, because its last final time to see the patient, 58 















Supporting family members  
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Interviewer: It means you are providing good memories 60 
for the family members? 61 
Participant 1: Yes. We are providing good memories to 62 
the patient. 63 
Interviewer: Because it’s the last stage for the patient? 64 
Participant 1: Yes mam.Yeah sure. 65 
Interviewer: They are not going to see the patient again? 66 
Participant 1: Yes Yes. Correct mam (shaking the 67 
head). 68 
Interviewer: Whether it provides satisfaction to you? 69 
Participant 1: Not fully satisfied. Because of sad 70 
feeling. Some sort of satisfaction is not  there , because 71 
family members will say “patient is dying inside, what 72 
they are doing inside”,  We don’t know what the 73 
condition but they are saying their problem is they don’t 74 
understand the condition at that time if we showing 75 
lively, they will be able to understand. 76 
Interviewer:  If the death of the patient is already known 77 
what type of relation will you maintain with the patient? 78 
Participant 1: If it’s known already we will exhibit 79 
sympathy at that time we can’t be empathetic. We will 80 
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related care of dying patient 
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patient and we will be more sympathetic, we will provide 82 
ryles tube feeding, eye care, foot care, sponging 83 
including covering the patient with guda cloth, we will 84 
do everything with sympathy. 85 
Interviewer: Do you feel stresses while carrying for a 86 
dying patient? 87 
Participant 1: I will feel too stressed. We are too not 88 
excepting such situation, we are expecting something 89 
that we can make the patient to be alive by giving 90 
medication, but if the patient died suddenly, it’s so 91 
shocking. We provided care but what happened suddenly 92 
some sort of question and stressed will be coming. 93 
Interviewer: How you will be able to cope up with the 94 
stress? 95 
Participant 1: To cope up with stress slowly inform to 96 
shift in charge and friends nearby. We will share our 97 
emotion and feeling even if possible who will understand 98 
our feeling. We will share feeling with who can 99 
understand most will console if still not able to cope up, 100 
even I will share my feeling with mom and dad and they 101 
will console us. It will help to overcome from the stress.  102 
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Interviewer: It means initially you will be sharing with 103 
your colleague at your age then to senior and if you are 104 
not able to overcome you will share with family 105 
members? 106 
Participant 1: Yes. 107 
Interviewer: You will be getting any support services 108 
outside from your unit? 109 
Participant 1: If it’s available, it will be good like a 110 
counsellor, They will give some sort of psychological 111 
support, it helps to overcome the stress. Or else it will 112 
delay the work output. When we are in stress full 113 
situation, we will make some sort of mistake in our work. 114 
If some counselling given, it will be better one. 115 
Interviewer: Usually how long you will go with stress 116 
or how many hours it will take for you to overcome the 117 
stress? 118 
Participant 1: Mam (umm) to say that “until the bed is 119 
occupied by the other patient” if the bed is empty we will 120 
remember. If another patient comes and we will do some 121 
sort of work and carry on until that we remember.  Even 122 

















Regaining of normality  
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while caring for other patient in that bed we will talk with 124 
our colleague. 125 
Interviewer: It means you are saying that next patient is 126 
ready then you will forget about that previous patient?   127 
Participant 1: Yes mam. Yeah sure.  128 
Interviewer: You will take care of other patient? 129 
Participant 1: Some sort of memories will be there. If 130 
work comes, automatically we need to proceed with the 131 
work. Those memories won’t arise immediately mam. 132 
Interviewer: Do you feel that you are well equipped to 133 
provide end of life care? 134 
Participant 1: Yes. I think we are equipped. We have 135 
been taught to provide quality care and we trained to 136 
provide. We have been taught by our in-charges and 137 
seniors to do the procedure in a right quality manner and 138 
if we are not providing proper care, we are punished. 139 
Interviewer: Okay. It means if you are not providing 140 
proper care, you will be punished?  141 
Participant 1: Like assignment and going and reading 142 
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Interviewer: Are you ready to take care of dying patient 145 
often? 146 
Participant 1: Yeah, yes mam. I am ready to take care 147 
of dying patient because with past experience, I can do 148 
the best in providing quality care to the patient at the end 149 
stage. 150 
Interviewer: What type of interaction you will maintain 151 
with the family members? 152 
Participant 1: We will give psychological support, 153 
because they will be feeling so bad, they will be crying 154 
and standing, at that time while we are seeing them, we 155 
too have the same feeling, so we will console and cheer 156 
up them and we need to procced with next step like that 157 
we encourage them to move further for work. Not to be 158 
too stressful delayed for too long in this matter. 159 
Interviewer: You will be ready to take care of family 160 
members? 161 
Participant 1: Yes mam. 162 
Interviewer: That means by consoling and providing 163 
psychological support?  164 
Participant 1: It’s our duty to support them & we will 165 
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Interviewer: You will be ready to talk about death with 167 
dying patient?  168 
Participant 1: Surely we will not talk with the patient 169 
because he is already in a bad situation. No, mostly we 170 
won’t say with the patient. But we will provide more care 171 
to the patient. We won’t say or talk about to the death to 172 
the patient. 173 
Interviewer: When physician decided to withhold or 174 
withheld the treatment, your advice will be taken by 175 
them? 176 
Participant 1: No. As per physician order, we will carry 177 
out.  178 
Interviewer: You will not suggest anything to the 179 
physician? 180 
Participant 1: Umm, it’s not like that. May be shift-in-181 
charges to provide some sort care and seniors will be 182 
interacting with the physician. 183 
Interviewer: You will not directly interact with the 184 
physician regarding withholding or with holding the 185 
treatment okay? 186 
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Interviewer: Seniors will be interacting with the 188 
physician? 189 
Participant 1: Yes yes. 190 
Interviewer: Whether it’s affecting your job 191 
satisfactions? 192 
Participant 1: No. We are waiting, as we become 193 
seniors we will also have time to talk & how to get along 194 
with the physician, because they have experience and 195 
they know how to interact with physician because of 196 
experience. 197 
Interviewer: It means you are saying that now you are 198 
in initial stage, once you are experienced then you can 199 
communicate with the physician? 200 
Participant 1: Yes mam sure. 201 
Interviewer: But now it’s not affecting your 202 
satisfaction? 203 
Participant 1: It’s not affecting (Laugh). No. Like them 204 
also we too have urge to talk and say something related 205 
to the patient but seniors have the authority to 206 
communicate. 207 
Interviewer: It means you are feeling that you don’t 208 
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Participant 1: Yes mam. We don’t have authority to 210 
communicate. Yes sure. They are in the first position but   211 
we are in initial stage,  we need to wait until what they 212 
say ila mam (laugh), Whatever the decision I will convey  213 
I will consult & convey it to the to shift in charge and 214 
they will convey it to the physician. 215 
Interviewer: Do you develop sympathy with the family 216 
members? 217 
Participant 1: Sure sympathy. They will be so sad and 218 
in depressed mood at that time so terror. I doesn’t know 219 
what to say (laugh). sympathy we will show so 220 
depressed. we can support and encourage them they will 221 
in the state of crying. Then only we can console them and 222 
make them to understand the situation.  Sometimes the 223 
attenders will not be in the positon to understand the 224 
situation. Sometimes even attenders will be fighting. 225 
Interviewer: It means you are saying there is lack of 226 
knowledge regarding the medical treatment?  227 
Participant 1: Yes mam. They may be thinking 228 
something, “what happen to the patient he was good till 229 
now suddenly they are saying the patient is dead”. I 230 
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treatment and you have tried your best, but her body has 232 
not accepted anything. You also tried your best what to 233 
do”. 234 
Interviewer: How you felt at that time? 235 
Participant 1: At that time he is in sad situation and he 236 
is thinking about us or our condition. He is great man 237 
most of them at that situation will very sad and angry but 238 
the person is having the heart to say thank you that care 239 
for that patient. Even we have sadness, I am proud that I 240 
am nurses. We cared best to the patient. 241 
Interviewer: Do you think anything can be improved to 242 
provide Quality of end of life care? 243 
Participant 1: Yes. Like psychologist or counsellor, 244 
social worker that will be easy to encourage and to deal 245 
with the family members and it will be easy to 246 
communicate. Because they know the mentality of the 247 
family members, they can provide some psychological 248 
support to them. They will understand the reality and 249 
help them to proceed with the life and help them to solve 250 
the situation. 251 
Interviewer: Would you like to say anything further?  252 
Family members showing 
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Participant 1: No. But Providing end of life care is so 253 
hard for all the nurses, because we are here to give life to 254 
others but death of the patient make us to felt really sad. 255 
Interviewer: It means handling the dying the patient is 256 
very stressful?  257 
Participant 1: Yes, very stressful. Someone should be 258 
there to encourage and support us proceed proceed, like 259 
that. 260 
Interviewer: You need support services and support 261 
from colleagues?  262 
Participant 1: We need support services and support 263 
from colleagues. 264 
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Appendix L Results of thematic analysis (Original verbatim transcription) 
Theme 1: Die with Dignity 
Subthemes Participants statements 
Peaceful Death  A patient came with Ca tongue and ryles tube feeding with blood vomiting, that time doctor said 
we no need resuscitate, because of his old age he is around 70- 80 years and explained to the 
family members. We also told no need to resuscitate, if we resuscitate also nothing will happen 
(P3, L21) 
 I felt it’s better not to take care of that patient we can leave as it is because he suffered a lot. (P3, 
L28) 
 Avoid unnecessary drugs such as Antibiotic provides necessary drugs such as bronchodilator and 
anti-hypertensive drugs, pain medication (P6, L29) 
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 If you are doing any procedure, you won’t allow the attenders inside. They can’t be with the family 
members even in the last minute. They are paying money and trying. They have the feelings that 
I was not able to be with my husband or with my father even in last minute if he was in home they 
might have peaceful death (P9, L165) 
 If we know the patient is going to die already, we should provide peaceful death to the patient like 
pain killer and (Pause) emotional support and to be free from pain, psychological support (P14, L 
14) 
 Will calm the patient I would like and expected the patient to have a peaceful death like free from 
everything no intubation. (P9, L59) 
 For that the patient will be suffering too much, for example if you are doing tracheal intubation, 
there will be so much pain and  pricking everywhere and putting line to administering adrenaline 
dopamine and starting all kind of drugs what will be the use? There will be no use. You are 
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pricking so the pain will be increasing you are inserting the tube everywhere it will be a painful.  
So provide calm and quiet death (P9, L96) 
Wish of the Patient  We should talk with the patient freely, we should know on what the patient is thinking about their 
end of life or death. They have some idea or thinking about their death or wishes like that , so we 
should talk to them and learnt about their wishes and if they want to go home & they want to be 
with the family members and convey it to physician and seniors and we should discharge that 
patient. (P14, L25) 
 Some of the patient feels that the soul should rest in peace at their home (athma) and the patient 
will be discharged against AMA. (P8, L77) 
 I will provide maximum Psychological support if I know that he is going to die within few hours. 
I will tell him if you need anything I will try to do it .If they are telling that “I am willing to donate 
organ”. I will help them in that (P13, L52) 
      
 
184 
 We will observe the patient. Some patient will ask for water before death we will provide (P10, 
L87) 
Care of the patient  We will care most and all sort of concentration will be towards patient and we will be more 
sympathetic, we will provide ryles tube feeding, eye care, foot care, sponging including covering 
the patient with guda cloth we will do everything (P1, L82) 
 At the end stage, We are providing (pause ummm) sponging, back care, positioning, supportive 
care, psychological support, that time, we will be giving permission for the family members we 
will allow them  to talk with the patient.(P2, L31) 
 If young patient is dying, we will be praying to the god. Yeah, we will be praying for mercy(P5, 
L24) 
 The care will be so special. We will move friendly and we will provide special care (P7, L14) 
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 We need to learn and realize the needs of patient and we should provide care accordingly to the 
patient. (P14, L5) 
 We will observe the patient. Some patient will ask for water before death we will provide it (P10, 
L87) 
 We will spend some time with the patient by completing the works as soon as possible.  We will 
be doing like feeding and we will talk with the patient. (P7, L82) 
 I will maintain good relation with the patient, what is his complaint and analyses and observer, I 
will provide the care (P10, L34) 
Theme 2: Mental Reaction 
Subthemes Participants statements 
Feelings of Nurses  It’s so terrible situation. Because the young patient is also like us as we are also young. So at 
that time, the dying of young patient is so hard to hear and see. (P1, L23) 
      
 
186 
 We will be sad and even make us to cry. We will cry inside even we won’t show it outside, the 
feeling will be so sad, because “the patient who is living is going to die” so this things will make 
us so sad. (P1, L34)  
 Its painful thing (pause) no word to express…. (P5, L20) 
 A man met with accident & he was brought to the hospital with brain dead, he lost all blood head 
injury brain death, suddenly I fainted he was pooled with blood his wife was crying. We were not 
able to do anything to save his life. He has two child, we can’t do anything at that situation (P5, 
L31) 
 Very sad situation. We will be in sad mood while caring for a dying patient. (P7, L12) 
 If it is a young patient, we will think our self in that situation. If the patient is older due to age & 
due to problem, then its normal to die, so we try to adjust our self to the situation(P7, L12) 
 We felt lot of emotions.  I felt that “I need to cry inside the room.(P6, L40) 
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 That situation was very painful and sad situation.(P6, L59) 
 It’s a very stressful and painful situation; we should not show our anger to the patient or anybody. 
We should provide our care. (P14, L44) 
 If the patient is at young aged, we will feel very bad. If its old age, we won’t feel because their 
life is over, we will take like that. If its young patient, the family members will depend on the 
patient, they will also feel sad, because he died at this young age (P8, L14) 
 We will have sad feeling, I will think what will happen if I die like that I will imagine (P7, L 60) 
 I will give more care in effective manner without any emotion.(P10, L26) 
 If the patient is at young stage, we feel very bad. They need for the society that I suffered a lot. If 
the patient is in old age or suffered from multiple diseases, we can leave as it is, because he lived 
so far & he did his work.(P11, L19) 
 If the patient is at young age, we feel very bad. (P13, L9) 
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 Me as nurse, I am suffering a lot, me too feel, because he is in the age 20 -25 he is going to die. 
(P13, L29) 
Feelings towards patients  The feelings will occur towards the patient is, “if these condition occur to us what we will do” 
feeling will be like that. (P1, L3) 
 As a staff nurse I don’t have much emotion but a little bit (P4, L19) 
 Initially I was taking everything to my mind but now I have started to be emotionally detachment 
from the patient. Just I will talk with the patient. (P14, L109) 
 We will feel that if the patient live for some more years, he can settle his family and handle the 
family members, he left the family members and died like that we will feel surely (P8, L27) 
 I will start to think that if this situation happens to me who is there to take care of my child, I will 
put myself in that situation  (P8, L44) 
 I will give more care in effective manner without any emotion. (P10, L26) 
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 First of all emotionally I will be providing care. We should not tell the patient that he is going to 
die and you can maintain attachment or relation with the patient.( P12, L18) 
 They are also at my age & thinking them as like my brother and sister and as my own relation (P 
13, L14) 
Stress  I will feel too stressed. We are too not excepting such situation, we are expecting something that 
we can make the patient to be alive by giving medication, but if the patient died suddenly, it is so 
shocking. We provided care, but what happened? Suddenly some sort of question and stressed 
will be coming. (P1, L91) 
 We can make the patient alive if sudden death occurs it causes emotional disturbance, we are 
tensed. (P3, L34) 
 As much we will try to keep within ourselves and when we feel too stressed we will share (P7, 
L30) 
      
 
190 
Theme 3: Supportive System 
Subthemes Participants statements 
Sharing of feelings  To cope up with stress slowly inform to shift in charge and friends nearby. We will share our 
emotion and feeling even if possible who will understand our feeling. We will share feeling with 
who can understand most will console, if still not able to cope up, even I will share my feeling 
with mom and dad and they will console us. (P1, L100) 
 We will express to colleagues and senior staffs. (P3, L53) 
 They will tell their experience with us. The senior will share their experience and they will guide 
us in providing care. They will say we tried our level best we can’t do more than that. 
 I will be sharing with family members and friend’s seniors staff (P12, L34)  
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 After coming to my room, I will share my experience to my colleagues and also share with juniors 
because they also do help for the procedure in future it will help to overcome their feelings (P6, 
L75) 
 Will be saying a patient admitted and he is in ventilator support and if there is any death, I will 
tell with my parents. (P3, L77)  
 Share my feelings with family members they will support me. Physician and colleagues and family 
member (P6, L60) 
 Leave it. We are taking care of so many patient na, one patient died na, leave it, there are other 
patients we need to take care of them (P3, L65) 
 They will share how the experience was; how they felt how they recovered from the situation like 
that they will guide and support us (P6, L101) 
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 They will tell their experience with us. The senior will share their experience and they will guide 
us in providing care. They will say we tried our level best we can’t do more than that. (P14, L67) 
 It’s a part of our life, after few years of experience; we will overcome with that situation.(P10, 
L40) 
 I will share my experience with colleagues and physician coworkers & with the family members. 
(P11, L31) 
 They will support me emotionally. They will explain about the about the patient condition and 
they will share their experience with many patient (P12, L44) 
 Because the whole day will be, a sad & it will remain in heart for so long time. We saw the person 
dying in in front of the eyes so I will be sharing with my family members. (P7, L53) 
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 I will be sharing my experience with my friends and roommates, they are also in young stage, and 
they suffered like me. I will share everything to my friends, If any patient died in my hospital in 
my presence (P13, L47) 
Involving in other activities  I will do extracurricular activities like hearing songs, singing, and drawing. Like that, I will 
overcome with my stress. (P6, L78) 
 Feeling alone, hearing songs and sharing with the friends (P12, L60) 
 I will be changing my activities in day to day life if I am thinking continuously about that thing 
I will not able to carry out my duties  & I will be changing my  activities  and do some therapy 
like chatting  and going outside of ICU ( P13, L38) 
  Little bit work or small works in ICU. I will be doing like checking medication (P4, L41) 
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 I will be changing my activities in day to day life if I am thinking continuously about that thing 
I will not able to carry out my duties  & I will be changing my  activities  and do some therapy 
like chatting  and going outside of ICU (P13, L38) 
Support Service  Like psychologist or counsellor, social worker that will be easy to encourage and to deal with the 
family members and it will be easy to communicate. (P1, L251) 
 As a staff nurse just we can give only supportive measures do not worry its end stage like that 
type of supportive measures we can give. (P3, L102) 
 We will be provide psychological support .First we will explain the situation and provide support 
(P5, L68) 
 Maximum we will not deal with the patient, Physician will explain to the family members.  
However, we will talk. We will explain the condition and provide psychological and emotional 
support to the family members. (P14, L77) 
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 Counseling for the relative or to the family members( P13, L97) 
 Psychological support will be provided like “these are the reality these will happen naturally (P7 
,L36) 
 Same like what are the procedures going on. Just pray well to god everything. God will help you 
(P10, L 46) 
 They will be providing moral support & they will engage in activities like you need to do this 
work at that making myself busy with work (P11, L37) 
 If it’s available, it will be good like a counsellor; they will give some sort of psychological 
support, it helps to overcome the stress. Or else it will delay the work output. When we are in 
stress full situation, we will make some sort of mistake in our work. If some counselling given, it 
will be better one. (P1, L114) 
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 Counselling can be given for the juniors; they don’t know how to talk with the family members 
and in front of the patient. There should be education for junior’s nurses and counselling. (P5, 
L85) 
  Like psychological counselling in hospital setting, it will be helpful (P7, L122) 
 There is no adequate support service for nurses in Indian setting. If there is a psychological support 
services like counsellor, it will be more helpful for us. (P14, L84) 
 Yeah. Ready to welcome. In India, it’s not possible. In this culture, they won’t give important for 
nurses. They are using the nurses as slaves in our society. I think it’s possible only in foreign 
countries (P11, L72) 
Need for Education  EOLC is good topic. We need some classes regarding EOLC (P3, L127) 
 We attended few programs but we need more. (P4, L77) 
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 Procedure wise we need to improve, knowledge wise we need guidance and CNE programs. (P6, 
L140) 
 We need practical class to care of patient. And Update regarding the EOLC (P14, L124) 
 But there is not enough senior staff. In ICU, everyone should be experience senior staff. For 
example if there is any variation in heart rate and ECG everyone should know. Because, the juniors 
are not adequately trained to handle the patient (P8, L105) 
 I am ready to welcome but it’s not available here. (P8, L116) 
 There should be continuous education refreshment reinforcement. They should know the basic 
and it should be refreshed often. Continuous education should be there (P8, L122) 
 We are ready to welcome because most of the staff nurses do not know about EOLC (P10, L87) 
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Theme 4: Rewarding 
Subthemes Participants statements 
Good Memories to family 
members 
 Special arrangements will be made for them. For example, the visitor time is 4 o clock means we 
will get special permission from in charge or higher authorities or from seniors, we will allow 
some more time for the, because it’s last final time to see the patient (P1, L55) 
 We will care more usually, we will allow the family members for short time but in theses situation 
we will allow the family members to stay with the patient for more time. Make them to talk with 
patient, we will give enough time to spend with the patient.(P7, L65) 
 We will allow them to practice their rituals like praying to GOD, praying, signing devotional songs 
if they are Christian, the pastors will come and pray, if its Hindu we will allow it they are Christian 
we won’t allow nothing like that without any differentiation, we will allow all of them to pray on 
their own way & without the difference of rich and poor. (P8, L61) 
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 If the patient will be alive for 2 or 3 hours the family members are willing to take the patient to 
home. If he dies in home, I will be satisfied. I will be telling they are willing to take home. If 
patient  got arrested within the hospital na we will resuscitate and we will send him to home (P13, 
L71) 
Family members showing 
their gratitude 
 I remember still One attender said “thank you for all the treatment and you have tried your best, 
but her body has not accepted anything. You also tried you best what to do”. (P1, L238) 
 Many of the family members had shown their gratitude like thanks & they explained our care. 
That time we felt happy (P6, L149) 
  Saying thank you and said you all done a good job like that he said even though he was crying. 
(P7, L108) 
 Yeah still I remember a patient whose name is Chandra sekar. He was in ventilator for 10 days 
and he died. They said thank you for taking care of patient for these many days. (P12, L153) 
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 I felt very happy. I started to like this job more. It provides a job satisfaction. Yes. I love to do this 
job. I don’t care whoever scolds me (laugh)……. (P12, L158) 
Theme 5: Obstacles 
Subthemes Participants statements 
Autonomy 
 
 No. We are waiting, as we become seniors we will also have time to talk & how to get along with 
the physician, because they have experience and they know how to interact with physician because 
of experience. (P1, L199) 
  I will discuss with the in charge people and seniors. Sometimes yeah it will happen for 
everyone.(P4, L99) 
  In our country, they won’t accept staff nurse words. Because we are not he authorized person. I 
am the person one who deals with the patient and relatives just do what am I saying, these are the 
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words said by the physician, when we rise or suggest anything to the physician just do what I say.  
(P9, L150) 
 What we feel and know we are telling to the physician, but he is not accepting it na, we are getting 
angry. (P12, L134)  
 Yes, we are with the patient, but they are physician, just coming and visiting the patient for 10 
minutes. (P12, L142) 
Lack of staff  Totally 7 or 8 patients are there. We were not able to take care of other patient also (P3, L26) 
 In Indian sitting, there is a lack of staff in ICU if I am senior; I need to take of other patient also. 
We don’t have sufficient time to concentrate on dying patient (P6, L116) 
 But there is not enough senior staff. In ICU, everyone should be experience senior staff. For 
example if there is any variation in heart rate and ECG everyone should know. Because, the juniors 
are not adequately trained to handle the patient (P8, L105) 
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Lack of understanding by 
Family members 
 Family members will say “patient is dying , what they are doing inside”, (P1, L73) 
 They ask so many questions I was not able to explain initially but now I was able to manage (P4, 
L61)  
 Handling the family members is very difficult and they are not accepting. Sometimes, they are 
involving in violent activities. Even they are threatening staff nurse, physician, and me. Even if 
it’s a big or small hospital, the motive is that patient should be saved (P9, L124) 
 Still I remember a case a patient admitted with dengue fever, he recovered from dengue fever and 
send to ward but unfortunately he went to cardiac arrest, the family members was not ready to 
accept and to understand the reality, they started to blame nurses like because of your fault my 
brother died like that. We tried our level best to provide the care, finally, they scolded us. It became 
very difficult to manage the situation.(P14, L54) 
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 In some cases, if we are explaining the situation to the family members will not ready to accept 
and they will ask to save the life of the patient, we are ready to spend any amount of money (P8, 
L80) 
 Patient is in depresses mood, not cooperating & the family members will be crying about the 
patient situation. I will be discussing with family members about the patient condition (P12, L74) 
 Now days the young patient are dying na The physician is telling that your son is going to die. 
They will not accept and because it’s young age they will say my son is alive and they are not 
ready to accept. They will be shouting (P13, L86) 
 
 
 
